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Abstract  
  
The psychological distress literature indicates that the prevalence of 
depression and  
anxiety are exceptionally high among the female population.  Despite the 
prevalence of  
psychological distress, a significant percentage of females (51%) with 
psychological  
distress never seek professional help.  It is, therefore, important that 
more information is  
gathered regarding the predictors of professional help-seeking.  The 
current study  
developed and tested a model of professional help-seeking, investigating 
the relationships  
between sense of belonging-antecedent, human relatedness, psychological 
distress  
severity, stigma and help-seeking.  The model predicted that human 
relatedness,  
psychological distress severity and stigma were directly related to help-
seeking.  The  
model also predicted that human relatedness, psychological distress 
severity and stigma  
partially mediated the relationship between sense of belongingâ€“antecedent 
and help- 
seeking; that psychological distress severity and stigma partially mediated 
the  
relationship between human relatedness and help-seeking, and that stigma 
partially  
mediated the relationship between psychological distress severity and help-
seeking. The  
model was initially tested as a general model for all females together and 
then as a  
specific model for age (18-25 year olds compared with 25-54 year olds) and 
place of  
residence (urban compared with rural females).  A sample of urban and rural 
Victorian  
females (N = 516) aged 18 to 54 years (M age = 30.39, SD = 1.58) completed 
the the  
Social Support Subscale of the Coping Resources Inventory, the Sense of 
Belonging  
Instrument, the Depression and Anxiety Subscales of the Depression, 
Anxiety, Stress  
Scales, the General Health Questionnaire, the Stigma Scale for Receiving 
Psychological  
Help, the Devaluation-Discrimination Scale, the Attitudes Toward Seeking 
Professional  
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Psychological Help Scale, the Attitude Toward Professional Mental Health 
Services  
Scale and the Intentions to Seek Professional Mental Health Services Scale. 
Results  
indicated good fit for the hypothesised model. The structural model was 
invariant for age  
and place of residence.  The model was, therefore a good general model for 
all females  
regardless of their age or place of residence.  Results suggest that 
interventions aimed at  
motivating females to belong, fostering their social skills, promoting 
feelings of  
belonging and relatedness with others, educating them about psychological 
distress  
severity and symptom recognition, and reducing stigma, should increase the 
likelihood of  
females from urban and rural areas between the ages of 18-54 to seek 
professional help  
for their psychological distress.  
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Chapter 1: Introduction  
  
1.1. Psychological Distress  
 Psychological disorders have been identified by The Australian National 
Mental Health  
Strategy as those disorders that affect an individualâ€™s emotional, 
cognitive and social capacity and  
attract a psychiatric illness diagnosis (Fuller, Edwards, Procter, & Moss, 
2000).  Recent literature  
has indicated that 18% of Australian adults have a psychological disorder 
(Fuller et al., 2000).   
Psychological disorders account for about one-fifth of the total disease 
burden, attributable to  
disability, placing it ahead of cardiovascular disease and cancer (Jorm, 
Griffiths, Christensen, &  
Medway, 2002).  Despite the high prevalence of psychological disorders in 
Australia, it has only  
been over the last two decades that Australian Health Ministers have 
identified psychological  
disorders as a priority area, primarily because of their debilitating 
effects (Vos et al., 2001).    
The literature suggests that among Australian adults, there are some gender 
and age  
differences in the prevalence of psychological disorders (Australian Bureau 
of Statistics, 2001; Vos  
et al., 2001). Among males, psychological disorders accounted for 13% of 
their total disease burden,  
whereas among females, psychological disorders accounted for 14% of their 
total disease burden  
(Vos et al., 2001).  More pertinently, the contribution of affective and 
anxiety disorders is 40%  
higher in females (Australian Bureau of Statistics, 2001; Vos et al., 
2001). The two high prevalence  
disorders (depression and anxiety) are often referred to in the literature 
as psychological distress  
(Alonso et al., 2004; Australian Bureau of Statistics, 2001).   
In addition to gender differences, the psychological distress literature 
demonstrates that there  
are age differences. The majority of psychological disorders are most 
frequent between young and  
middle adulthood, when physical disorders are less prevalent (Vos et al., 
2001). The psychological  
distress literature, therefore, suggests that psychological disorders are 
more prevalent among females  
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in young to middle adulthood. These gender and age differences in 
psychological distress will be  
examined in more detail.  
  
1.1.1. Depression  
Depression is regarded as a high prevalence psychological disorder (Vos et 
al., 2001).  
Depression is typically characterised by a depressed mood along with a set 
of other symptoms such  
as eating problems, sleeping problems, problems with concentration and 
anhedonia (American  
Psychiatric Association, 1994; Bourin, 2003; Gotlib & Hammen, 1992; Palmer, 
2000). The  
depressive disorders include Major Depressive Disorder and Dysthymic 
Disorder (American  
Psychiatric Association, 1994). Depressive episodes can cause interference 
and impairment of  
functional activity and can also result in mortality by way of suicide 
(Bourin, 2003; Gotlib &  
Hammen, 1992; Palmer, 2000). The symptoms of depression can, therefore, be 
severe and  
debilitating and can destroy the quality of an individualâ€™s life 
(Downing-Orr, 1998).    
The Australian depression literature indicates that depressive disorders 
are more prevalent  
among females, compared with males (Alonso et al., 2004, Australian Bureau 
of Statistics, 1997;  
Australian Bureau of Statistics, 2001).  The majority of large 
epidemiological studies of community  
samples have found that about twice as many females as males meet the 
criteria for Major  
Depressive Disorder or Dysthymic Disorder (Hildebrandt, Stage, & Kragh-
Soerensen, 2003; Nolen- 
Hoeksema, 2002).    
The literature also demonstrates that depressive disorders are most 
prevalent among females  
during young to middle adulthood, in the 18 to 44 year old age range.  In 
particular, the highest rate  
of depression is among females between the ages of 18 to 24 and the second 
highest rate is among  
females between the ages of 25 to 44 (Australian Bureau of Statistics, 
1997). These age differences  
were further supported by two recent studies. France, Lee, and Powers 
(2004) examined the  
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prevalence of depressive symptoms, using the CESD-10, among 9333 Australian 
women aged 22 to  
27 years.  The study found that approximately 30% of these young female 
participants reported that  
they were experiencing depressive symptoms. In addition, Jorm, Windsor, 
Dear, Anstey, and  
Christensen (2005) found that depression symptoms declined across the age 
ranges.  Among  
females, depression symptoms were most prevalent among the 20 to 24 year 
age range (M = 3.18,  
SD = 2.44, Goldberg Depression Scale), with a decrease noticeable among the 
40 to 44 year age  
range (M =2.55, SD = 2.43, Goldberg Depression Scale).   
These gender and age differences in depressive disorders have been 
comprehensively studied  
in the literature (Hildebrandt et al., 2003; Nolen-Hoeksema, 2002). A 
recent study examined the  
current (30-day) prevalence and correlates of major depression in the 
Australian adult population  
(Wilhelm, Mitchell, Slade, Brownhill, & Andrews,  2003).  The study used 
data from the National  
Survey of Mental Health and Well-being, and also compared the results 
against other national  
studies. The sample consisted of 10,641 participants aged between 18 and 75 
years.  The participants  
were surveyed using the computerised version of the Composite International 
Diagnostic Interview  
Version 2.1. The results showed that the overall prevalence of current 
major depression was 3.2%,  
with the highest rate of 5.2% being found in young to middle aged females. 
There were, however, a  
number of limitations relating to the design of the study.  The researchers 
used the same diagnostic  
tool for all participants and did not recognise that older participants, 
who frequently meet the criteria  
for depression, are simply reflecting depressive symptomatology that may be 
a normal part of the  
ageing process (e.g., reduced appetite) (Ahmed & Takeshita , 1996/97; Go 
ttfries, 2001). Older  
participants may also have impediments, such as cognitive decline, and, 
therefore, they may have  
had difficulty comprehending the intention of the questions and 
recollecting information such as  
symptoms (Thompson, Futterman, & Gallagher, 1988). A further limitation is 
that the design did not  
allow one to be certain of the direction of causality. The study did, 
however, indicate that there are  
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strong gender and age differences in depressive disorders, with females in 
young to mid adulthood  
experiencing the highest rates of major depression (Wilhelm et al., 2003).    
In order to explain the gender and age differences in depression a number 
of biological,  
psychological and social explanations have been developed.  The biological 
explanations include  
hormonal factors, genetic factors and, more recently, biological stress 
reactivity (Brown, 2001;  
Parker & Brotchie, 2004; Peindl, Wisner, & Hanu sa, 2004; Nolen-Hoeksema, 
2002; Steiner, Dunn,  
& Born, 2003). The current psychological expl anations have favoured two 
contributing  
psychological variables: interpersonal orientation and rumination 
(Goldstein, 2001; Little & Garber,  
2004; Nolen-Hoeksema, 2002; Nolen-Hoeksema, & J ackson, 2001).  Current 
social explanations  
have focused on the negative events and conditions that are products of the 
femaleâ€™s social roles and  
status relative to males (Brommelhoff, Conway, Merikangas, & Levy, 2004; 
Nolen-Hoeksema,  
2002).  
To further explain the age differences in depression researchers have 
proposed artefactual  
influences (Grayson, Mackinnon, Jorm, Creasey, & Br oe, 2000; Jorm, 2000; 
Jorm, Windsor, et al.,  
2005).  Research has found that non-psychiatric factors that occur later in 
life, such as physical  
disorders, can have bigger effects on depressive symptoms.  For example, a 
study of a frequently  
used measure, the Center for Epidemiologic Studies Depression Scale 
(Radloff, 1977), demonstrated  
that a range of physical disorders (e.g. a disability, bone and joint 
disease, and stroke) have effects  
on items related to depression (e.g. â€œeverything is an effortâ€ and 
â€œen joyed lifeâ€ (Grayson et al., 2000;  
Jorm, 2000; Jorm, Windsor, et al., 2005). Therefore, if this measure is 
used to evaluate age groups  
with an altering prevalence of physical disorders, artefactual age 
differences can easily occur.  Other  
possible causes of age differences could be related to the understanding of 
questions to assess  
depression or variations in the readiness to report specific symptoms 
(Grayson et al., 2000; Jorm,  
2000; Jorm, Windsor, et al., 2005).  
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In addition to gender and age differences in the prevalence of depression, 
the psychological  
distress literature also demonstrates place of residence differences. The 
research relating to  
depression and place of residence, however, is highly inconsistent, 
particularly the recent findings.   
Earlier research suggested that individuals living in rural locations are 
more likely to experience  
elevated levels of depression (Cheng, Soong, Chong, & Lin, 1995; Zimbelman, 
1987). These  
differences in the levels of depression in rural and urban populations were 
reported to be related to  
economic and demographic variation (Armstrong & Schulman, 1990; Belyea & 
Lobao, 1990; Oâ€™  
Hare, 1988). These findings were supported by a more recent American study 
by Hauenstein and  
colleagues (2006) which suggests that levels of depression increase as the 
level of rurality increases.   
In contrast, however, other recent local (McLaren, Jude, Hopes, & Sherrit, 
2001) and international  
(Weich, Twigg, & Lewis, 2006) research indicates that  individuals living 
in urban locations are more  
likely to experience elevated levels of depression than individuals living 
in rural locations.   Weich,  
Twigg, and Lewis (2006) investigated the prevalence of depression and 
anxiety in rural and urban  
residents of England, Wales and Scotland. A 12-month cohort study of 7659 
adults, aged 16-74  
years, who resided in rural and urban areas, was conducted. Depression and 
anxiety were assessed  
using the General Health Questionnaire (GHQ). Results of the study indicate 
that rural residents  
reported lower levels of depression and anxiety than urban residents. 
Furthermore, the results  
indicate that the effects of place of residence on the mental health of 
participants were not modified  
by employment position, household earnings or socio-economic status, as 
earlier research had  
suggested. The results of this study are limited, however, in that they 
cannot be generalised to the  
population of interest, as both male and female participants were included 
in the sample, and they  
were not Australian. A more recent study, based on Australian data, 
indicates that there is a lack of  
substantial difference in the levels of depression in rural and urban 
residents (Butterworth, Rodgers,  
& Jorm, 2006).  With this new research, it is, theref ore, unclear, which 
population, urban or rural, is  
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most likely to experience elevated levels of depression. More Australian 
research, therefore, needs to  
be conducted to establish if differences exist.    
  
1.1.2. Anxiety  
Anxiety is the other psychological disorder that is often referred to in 
the literature as  
psychological distress and has been demonstrated to be more prevalent among 
females, than males.  
Anxiety is generally defined as a diffuse, ambiguous, very unpleasant 
feeling of fear and trepidation  
(American Psychiatric Association, 1994). Anxiety is typically 
characterised by feelings of tension,  
distress or nervousness (American Psychiatric Association, 1994; Australian 
Bureau of Statistics,  
1997). These typical characteristics of anxiety are chronic in anxiety 
disorders, including  
Generalized Anxiety Disorder, Panic Disorder, Phobic Disorder, Obsessive-
Compulsive Disorder  
and Posttraumatic Stress Disorder (American Psychiatric Association, 1994).   
The Australian anxiety literature indicates that there are gender 
differences in the prevalence  
of anxiety disorders, with females (12%) more likely to have experienced an 
anxiety disorder  
compared with males (7.1%) (Australian Bureau of Statistics, 1997).  The 
majority of community  
studies have found that approximately twice as many females as males meet 
the criteria for an  
Anxiety Disorder (Australian Bureau of Statistics, 1997; Ginsberg, 2004).  
A study by Ginsberg  
examined and reviewed community studies relating to anxiety disorders.  The 
results of the review  
indicate that during their lifetime, 19% of men and 31% of women, will 
develop some form of  
anxiety disorder.  The results of the review also suggest that being female 
increases the likelihood of  
developing an anxiety disorder by 85%.  This study, therefore, indicates 
that there are strong gender  
differences in anxiety disorders, with females experiencing higher rates of 
anxiety.   
The literature also indicates that anxiety is most prevalent during young 
to middle adulthood.   
Earlier research indicated that anxiety disorders were most prevalent among 
females between the  
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ages of 45 to 54 years and the second highest rate was among females 
between the ages of 18 to 44  
years (Australian Bureau of Statistics, 1997). More recent research, (Jorm, 
Windsor, et al., 2005)  
found that anxiety symptoms declined as age increased.  Among females, 
anxiety symptoms were  
most prevalent among the 20 to 24 year age range (M = 4.44, SD = 2.67, 
Goldberg Anxiety Scale),  
with declines noticeable among the 40 to 44 year age range (M =3.72, SD = 
2.73).   
In order to explain the gender and age differences in anxiety, a number of 
neurobiological,  
cognitive and psychosocial explanations have been developed (Behnke & 
Sawyer, 2000; Hollander,  
Liebowitz, Choen, & Gorman, 1989; McClure et al., 2004; Schmidt & Koselka, 
2000; Shear &  
Greeno, 2000). A neurobiological explanation is that females have been 
shown to have higher levels  
of the neurochemicals that are linked to anxiety (Hollander et al., 1989).  
The cognitive explanations  
have suggested that females are more sensitive to threat signals (McClure 
et al., 2004) and display  
more panic-related appraisals (Schmidt & Koselka, 2000). The psychosocial 
explanations focus on  
the female role, social relationships, and social adversity (Shear & 
Greeno, 2000).  
To further explain the age differences in anxiety, researchers have 
suggested that artefactual  
age differences can occur, as they do in depression.  Researchers suggest 
that anxiety can differ in  
the way it is exhibited with age, or non-psychiatric factors can affect 
anxiety symptoms differently  
with age.  Artefactual age differences may also result from different 
levels of comprehension of the  
questions that are used to measure anxiety, or differences in the 
willingness to report anxiety  
symptoms (Grayson et al., 2000; Jorm, 2000; Jorm, Windsor, et al., 2005).  
In addition to gender and age differences in the prevalence of anxiety, the 
psychological  
distress literature also demonstrates place of residence differences.  The 
research relating to anxiety  
disorders and place of residence, however, is limited and inconsistent.  
The research that has  
examined place of residence and anxiety is not gender specific, which 
creates issues for comparison,  
considering anxiety is more prevalent in the female population (George, 
Hughes, & Blazer, 1986;  
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Rosenman, 2002). One researcher (George et al., 1986) suggests that 
individuals living in urban  
locations are more likely to experience anxiety disorders (particularly 
agoraphobia and panic  
disorder) compared with individuals living in rural locations.  It was 
suggested that living in urban  
locations increases the risk of anxiety disorders because of the stressful 
environment, whereas living  
in rural locations is more protective against anxiety disorders because of 
the relaxed environment  
(George et al., 1986).  It was also suggested that urban areas are 
stressful because they involve rapid  
change, social disorder, interpersonal division, anonymity, and differing 
values and norms (George  
et al., 1986).  Rural areas, in contrast, are suggested to be more relaxed 
and socially advantageous  
because they involve social continuity, integration, supportive networks, 
and normative agreement  
(George et al., 1986).  This study was limited in its design, however, with 
the use of cross-sectional  
data (George et al., 1986).    
In contrast, other research suggests that individuals living in rural 
locations are more likely to  
experience anxiety disorders (Meadows, Burgess, & Bobevski, 2002). The 
authors suggest that the  
effect of social causation mechanisms, social drift mechanisms, and, in 
particular, the availability of  
treatment for anxiety in urban locations should be considered (Meadows et 
al., 2002). In regard to  
treatment as an agent, it is suggested that the most effective treatment 
for anxiety disorders is  
predominantly psychological treatments rather than pharmacological 
treatments (Andrews & Hunt,  
1998). Psychological treatments are more dependent on professional mental 
health services which  
are often not accessible in rural locations (Jorm, Rosenman, & Jacomb, 
1993).  Perhaps the lack of  
access to professional mental health services in rural areas, affects the 
prevalence of anxiety  
disorders.  Therefore, whilst earlier research is consistent in 
demonstrating that depression is more  
prevalent in rural populations, the limited research is more inconsistent 
in relation to anxiety.  It is  
possible that the prevalence of these disorders may be different in rural 
populations as research has  
shown that these disorders are often influenced by different variables.  
For example, compared with  
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affective disorders, anxiety disorders are more strongly influenced by 
sociodemographic variables  
(Horwath, Cohen, & Weissman, 2002).   
Recent research in this area, however, is also inconsistent.  An American 
study by  
Hauenstein and colleagues (2006) suggests that rates of anxiety increase as 
the level of rurality  
increases. In contrast, other recent research indicates that individuals 
living in urban locations are  
more likely to experience elevated levels of anxiety than individuals 
living in rural locations.   As  
indicated earlier in relation to depression, Weich and colleagues (2006) 
examined the prevalence of  
depression and anxiety in rural and urban areas.  The participants included 
rural and urban citizens  
from England, Wales and Scotland. Results of the study indicate that, 
compared with urban citizens,  
rural citizens reported lower depression and anxiety levels. Furthermore, 
in contrast to earlier  
research, the results suggest that the effects of location on the mental 
health of citizens was not  
significantly affected by employment status, household salary or socio-
economic status.  As also  
demonstrated earlier, a more recent study, using Australian data, indicated 
that there is a lack of  
significant disparity in the levels of anxiety in both rural and urban 
populations (Butterworth,  
Rodgers, & Jorm, 2006).  With this le vel of inconsistency in the reported 
research, it is, not clear  
whether rural or urban populations are more likely to encounter elevated 
levels of anxiety. It is,  
therefore apparent that further Australian research, needs to be conducted 
to clarify this.   
  
1.1.3. Summary  
In summary, the psychological distress literature suggests that 
psychological disorders are a  
serious issue (Fuller et al., 2000; Vos et al., 2001).  In particular, 
depression and anxiety appear to be  
prevalent among females who are in the 18-54 year old age range (Alonso et 
al., 2004; Australian  
Bureau of Statistics, 1997; Australian Bureau of Statistics, 2001). At 
present, whilst it is clear that  
depression and anxiety are more prevalent among younger females and that 
these disorders tend to  
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decrease with increases in age, it is unclear whether depression and 
anxiety are more prevalent  
among females living in urban locations or rural locations (Butterworth et 
al., 2006; Cheng et al.,  
1995; George et al., 1986; McLaren et al., 2001; Meadows et al., 2002; 
Rosenman, 2002; Weich et  
al., 2006; Zimbelman, 1987). Furthermore, whilst th e effects of place of 
residence and the exact  
middle adulthood age range on depression and anxiety are unclear, it is 
very clear that females in this  
general age range (18-54) need to be targeted and helped, professionally, 
to overcome these  
psychological disorders.  
  
1.2. Professional Help-Seeking  
The distressing symptoms of psychological disorders can be alleviated or 
reduced by seeking  
and receiving professional help from mental health professionals (Ciarrochi 
& Deane, 2001). A  
meta-analysis shows that for depression, the mean percentage of reduction 
in outcome sores for  
Selective Serotonin Reuptake Inhibitor (SSRI) antidepressants was 61.2%, 
for CBT it was 48.6%,  
and for placebo it was 10.9%. Therefore, both SSRIs and CBT have been shown 
to be effective  
treatments for depression (Wagner, 2005). A controlled clinical trial has 
also demonstrated that CBT  
is an effective treatment for Generalized Anxiety Disorders (GAD), with 
reductions in the score on  
the Hamilton Anxiety Observer Rating Scale of 6.4% (1.5 points) in the 
control group and 35.4%  
(9.5 points) in the CBT group (Linden, Zubraegel , & Baer, 2005). Despite 
the effectiveness of  
seeking and receiving professional help, however, a significant percentage 
of people with a  
psychological disorder never seek professional help (Jorm, Griffiths, 
Christensen, Parslow, &  
Rogers, 2004; Vos et al., 2001).  In fact, Australian research indicates 
that in the previous 12 months  
only 46% of females with psychological distress had sought help from a 
mental health professional  
(McLennan, 1998).  Whilst this figure is low it also appears to be 
declining with a more recent study  
by the Australian National Survey of Mental Health and Wellbeing reporting 
that in the previous  
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twelve months only 38% of Australian adults with a psychological disorder 
had sought professional  
help for their distress.  Of that 38%, 29% sought help from a general 
practitioner and only 9% sought  
help from a mental health professional, such as a psychologist, for their 
psychological distress  
(Andrews & Slade, 2001; Australian Bureau of Statistics, 1997). The most 
recent Australian study  
by Outram et al. (2004) also found evidence of this decline.  This study 
investigated professional  
help-seeking among midlife Australian women who were experiencing 
psychological distress. The  
results of the study indicated that in the past year only 32% of the women 
who had experienced  
psychological distress had sought professional help.   There have also been 
reports of similar  
findings to this in the UK (Bebbington et al., 2000) and the USA (Kessler 
et al., 2001).  
Research has been conducted on depressive and anxiety disorders, to 
determine if the  
likelihood of seeking help is related to the type of disorder. The 
research, however, has been  
inconsistent in demonstrating which disorder is more likely to result in 
help-seeking.  The study by  
the Australian National Survey of Mental Health and Wellbeing reported that 
of those with an  
affective disorder 56% sought help, and of those with an anxiety disorder 
only 28% sought help.   
This study, therefore, suggested that individuals with depressive disorders 
are more likely to seek  
help (Australian Bureau of Statistics, 1997). A more resent study by Roness 
et al., (2005), however,  
demonstrated that individuals with anxiety disorders are more likely to 
seek help.  This study  
examined professional help-seeking behaviour among individuals with anxiety 
and depression. The  
study involved 60, 869 Norwegian individuals aged 20â€“89 years.  The 
results of the study showed  
that of those with an anxiety disorder 25% sought help, and of those with a 
depressive disorder only  
13% sought help. This study, therefore, suggests that individuals with 
anxiety disorders are more  
likely to seek help (Roness et al., 2005).  Whilst these studies are 
inconsistent in their findings they  
do demonstrate that most individuals with depression or anxiety are 
unlikely to seek professional  
help for their psychological disorder. It is also important to note that 
these figures are an  
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underestimate because they do not include those individuals who experience 
some symptoms but do  
not meet the full diagnostic criteria for the disorder (Ciarrochi & Deane, 
2 001; Jorm et al., 2004).   
Research suggests that there are a number of factors that predict the 
likelihood of seeking  
professional help, including previous help-seeking, gender, age and place 
of residence (Halgin et al.,  
1987; Fischer & Turner, 1970; Jorm, 1994; Jorm et al., 2004; Parslow & 
Jorm, 2000; Parslow &  
Jorm, 2001; Sirey, Bruce, Alexopoulos, Perlick, Friedman et al., 2001; 
Surgenor, 1985).  The  
literature indicates that a history of previous professional help-seeking 
for a psychological disorder  
predicts future professional help-seeking (Halgin et al., 1987). The 
research also appears to support a  
positive relationship between previous professional help-seeking for 
depression and future  
professional help-seeking for depression, but this relationship does not 
appear to have been  
examined for other psychological disorders, such as anxiety (Halgin et al., 
1987).    
The relationship for depression was demonstrated in a key study that 
suggested that  
professional help-seeking for depression increases with previous 
professional help-seeking  
experience (Halgin et al., 1987). Halgin et al. investigated the 
relationship between depression and  
professional help-seeking history and current attitudes, beliefs, and 
intentions about obtaining  
professional psychological help. The study consisted of 429 college 
students who completed a  
number of questionnaires. The results indicated that the experience of 
having sought professional  
help is positively related to how one feels about seeking professional help 
in the future. Previous  
professional help seeking for depression is, therefore, related to more 
positive attitudes, beliefs, and  
intentions about seeking professional help for depression again.   
The professional help-seeking literature indicates that there are large 
gender differences, with  
females showing more frequent professional psychological help-seeking, 
compared with males  
(Fischer & Turner, 1970; Jorm et  al., 2004; Oliver et al., 2005; Parslow, 
Jorm, Christensen, Jacomb,  
& Rodgers, 2004; Wilhelm et al., 2006). The Austra lian National Survey of 
Mental Health and  
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Wellbeing reports that 46% of females with a psychological disorder sought 
professional help  
compared with only 29% of males (Australian Bureau of Statistics, 1997). In 
fact, research has been  
so consistent in demonstrating that there is a gender difference, that now 
the research focus is on  
what produces the difference between malesâ€™ and femalesâ€™ professional 
help-seeking behaviour  
(Good & Wood, 1995; Wisch, Mahalik, Haves, & Nutt, 1995).   
Several researchers have suggested that Ajzen and Fishbeinâ€™s (1980) 
theory of reasoned  
action can be applied to better comprehend the differences in 
individualâ€™s help-seeking behaviour  
(Bayer & Peay, 1997; Codd & Cohen, 2003; Vogel, Wester, Wei, & Boysen, 
2005). The theory of  
reasoned action specifically states that an individualâ€™s behaviours or 
actions are determined by way  
of a progression of rational judgments (Ajzen & Fishbein, 1980).  It 
suggests that the most direct  
antecedent of a behaviour or action is the intention to carry out the 
behaviour. The theory further  
suggests that an individualâ€™s behavioural intent is related to the 
individualâ€™s attitudes about the  
behaviour (e.g., the positive and negative feelings about the behaviour) 
and the subjective norm,  
concerned with performing the behaviour. The theory proposes that an 
individualâ€™s attitudes are  
distinct from their intentions, however, attitudes appear to be the most 
significant predictor of an  
individualâ€™s intentions. This has been demonstrated in a few studies 
which have shown that an  
individualâ€™s attitude toward seeking professional help is the best 
predictor of professional help- 
seeking intent (Bayer & Peay, 1997; Codd & Cohen, 2003; Vogel et al ., 
2005). However, the theory  
of reasoned action is limited in a number of ways including its assumption 
that individuals are  
reasonable and make logical use of information (Ajzen, 1985). Research 
suggests that this  
supposition is not always accurate in relation to help-seeking, with a 
large percentage of females not  
seeking help despite their ability to recognise their mental health 
symptoms (Cotton, Wright, Harris,  
Jorm, & McGorry, 2006).  Further, the theory does not take into account 
past behaviour  
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(Oâ€™Callaghan, Chant, Callan, & Bagl ioni, 1997).  Research suggests that 
past behaviour is a strong  
predictor of future help-seeking behaviour (Halgin et al., 1987).  
The research in the area of attitudes and professional help-seeking is 
limited, however a few  
studies have demonstrated that females hold more positive attitudes towards 
seeking professional  
psychological help, compared with males (Leong, 1999; Surgenor, 1985).  
Leong examined the  
opinions and attitudes towards seeking professional psychological help in 
290 college students. The  
participants completed a battery of self-report questionnaires.  The 
results demonstrated that  
compared, with males, the female college students had more positive 
attitudes toward seeking  
professional psychological help. The gender difference included a greater 
recognition of a need for  
help, greater confidence in the mental health practitioner, and more 
interpersonal openness by  
females. The results of this study are limited, however, in that they are 
not able to be generalised to  
the population of interest, as the entire sample consisted of college 
students, indicating a high level  
of education and young age range. The study was further limited in its 
design with the use of self- 
report questionnaires and a cross sectional design (Leong, 1999).    
Research has further shown that individuals who espouse stereotypically 
masculine attitudes,  
such as limited emotionality, restricted expression of affection and 
willingness to work at the  
expense of the family, are less willing and less likely to seek 
professional help (Good & Wood,  
1995; Wisch et al., 1995).  Research has therefore demonstrated that 
stereotypically feminine and  
masculine attitudes appear to affect an individualâ€™s attitudes toward 
seeking professional help.  
Research has also revealed that females are better at identifying that they 
have a disorder and  
are, therefore, more likely to seek professional psychological help, 
compared with males.  Cotton  
and colleagues (2006) examined the effects of gender on mental health 
symptom recognition in  
young people.  The sample consisted of 1207 young Australians between 12 
and 25 years of age  
from regional and metropolitan Victoria. These young people were 
interviewed with a focus on their  
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understanding of depression and presented a depression vignette.  The 
results showed that, compared  
with males (34.5%), females (60.7%) were significantly more likely to 
accurately identify  
depression in the vignette, which is likely to contribute to the increased 
likelihood of females  
seeking help.    
Despite females demonstrating more positive attitudes toward seeking help, 
better  
recognition of mental health symptoms, and more frequent professional 
psychological help-seeking,  
a significant percentage (54%-68%) of females with a psychological disorder 
never seek  
professional help (Australian Bureau of Statistics, 1997; McLennan, 1998; 
Outram et al., 2004).  
Professional help-seeking in females is, therefore, an issue, particularly 
since psychological distress  
is much more prevalent in females than in males (Australian Bureau of 
Statistics, 1997). Research,  
therefore, needs to establish the full range of predictors of professional 
help-seeking in females.  
In addition to gender differences, research, although extremely limited, 
has also  
demonstrated age differences in seeking professional psychological help 
(Oliver et al., 2005;  
Parslow & Jorm, 2000; Parslow & Jorm, 2001; Sirey, Bruce, Alexopoulos, 
Perlick, Friedman et al.,  
2001; Surgenor, 1985).  Surgenor found that the attitudes toward seeking 
professional psychological  
help of individuals under the age of 25 years were significantly less 
positive than those over the age  
of 25 years.  This finding is likely the result of more fear and stigma 
experienced by the younger age  
group (Surgenor, 1985). Although this study is dated, more recent studies 
by Sirey, Bruce,  
Alexopoulos, Perlick, Friedman et al. (2001) and Oliver et al. (2005) 
support this finding.  The study  
by Sirey, Bruce, Alexopoulos, Perlick, Friedman et al. examined the effects 
of age on stigma  
perception and psychological health service use. The study involved a 
survey of 92 outpatients with  
depression. The results of the study indicate that, compared with 
individuals over the age of 65,  
younger individuals (under 65) were likely to perceive more stigma 
regarding psychological  
disorders and professional help-seeking for these disorders. Whilst these 
studies by Surgenor and  
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Sirey, Bruce, Alexopoulos, Perlick, Friedman et al. indicate that younger 
individuals are less likely  
to seek professional help than older individuals, the populations examined 
in the two studies are very  
different in relation to their age range. A more recent study by Oliver and 
colleagues (2005),  
however, confirms these findings using a sample with a wider age range.   
This study examined the  
patterns of help-seeking in 16-64 year olds. The study involved a sample of 
15,222 participants from  
Somerset, U.K., who completed the 12 item General Health Questionnaire 
(GHQ-12). The results of  
the study indicated that professional help-seeking increased with age.  
Younger individuals were  
more likely to seek help from family and friends, whereas older 
participants were more likely to seek  
professional help.  
In addition to gender and age differences, the help-seeking literature has 
also demonstrated  
place of residence differences in seeking professional psychological help 
(Jorm, 1994; Parslow &  
Jorm, 2000). The literature suggests that individuals who reside in rural 
locations are more likely to  
have negative attitudes towards seeking professional psychological help, 
compared with individuals  
who reside in urban locations (Camasso & Moore,  1985; Outram et al., 
2004). A study by Outram et  
al. examined the relationship between place of residence and professional 
psychological help- 
seeking. The study consisted of qualitative and quantitative data which 
were gathered from 13,961  
rural, remote and urban Australian females, aged 45 to 50 years. Place of 
residence was categorised  
by the urban (capital city and other metropolitan area), rural and remote 
classification of the  
Australian Commonwealth Government Department of Primary Industries and 
Energy and the  
Department of Human Services and Health (1994). The results of the study 
suggested that, compared  
with urban females, rural females possessed more negative attitudes toward 
seeking professional  
psychological help.  The negative attitudes of rural females toward help-
seeking included feelings of  
shame, the perceived stigma of utilising psychological services, and not 
wanting to disclose their  
difficulties to others.  This study, therefore, supports previous 
literature and suggests that rural  
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females are more likely to have negative attitudes toward seeking 
professional psychological help  
compared with urban females.  These negative attitudes are likely to impact 
on the utilisation of  
services, by rural women, for psychological disorders.  
The help-seeking literature confirms that individuals who reside in rural 
locations report less  
professional psychological service utilisation for psychological disorders, 
compared with individuals  
who reside in urban locations (Hauenstein et al., 2006; Sundet & 
Mermelstein, 1987). Jorm (1994)  
found that living in a capital city in Australia predicted the use of a 
psychologist, and Parslow and  
Jorm (2000) found that living in a rural or remote area was negatively 
associated with the use of  
professional mental health services (e.g., psychologist services). Though 
the latter study was limited,  
in that rural and remote areas examined in the study were not defined, 
there have also been reports of  
similar findings in Canada. A study by Jian Li Wang (2004) examined whether 
individuals residing  
in rural and urban areas differed in their psychological health service 
utilisation for psychological  
disorders. The study used data from the 1998â€“1999 Canadian National 
Population Health Survey.  
The results of the study demonstrated that individuals residing in rural 
locations were less likely to  
have sought or utilised professional help from mental health professionals 
for their psychological  
problems (4.9%) compared with those residing in urban locations (6.7%). The 
extent to which the  
results can be generalised to the population of interest needs to be 
examined.     
More recent research also supports these earlier findings.  A study by 
Hauenstein and  
colleagues (2006) examined the effect of rurality on mental health services 
utilisation in America.  
The study involved data from the Medical Expenditure Panel Survey (1996-
2000) which yielded a  
sample of 32,219 participants aged 18 to 64 years of age. Results showed 
that rural females are less  
likely to receive mental health treatment, either through the general 
healthcare system (7.5%  
opposed to 10.1%) or through specialty-mental health systems (4.4% opposed 
to 6.6%), when  
compared with women in metropolitan areas. The results further revealed 
that rural women received  
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shorter durations of treatment. The researchers suggest that this indicates 
the lack of mental health  
resources available in rural areas.   
Research suggests that these differences in professional psychological help 
seeking attitudes,  
intentions and service utilisation among rural and urban females for 
psychological disorders are  
related to the differences in the experiences of those seeking professional 
help for psychological  
distress (Fuller et al., 2000).  The first difference in the experience is 
the nature of the rural and  
remote environment, where it is acknowledged that isolation and economic 
decline are common,  
resulting in reduced psychological health service availability and 
accessibility (Fuller et al., 2000).   
The second difference relates to the rural and remote culture, which 
defines health differently and  
encourages independence and stoicism. In rural and remote cultures, health 
is only often viewed in  
the physical sense and is often defined as the ability to work or be 
productive in oneâ€™s job (Weinert  
& Long, 1987).  This type of culture  may, therefore, make it difficult for 
individuals to identify and  
acknowledge mental health issues (Weinert & Long, 1987). Further, the rural 
and remote culture of  
independence and stoicism fosters an environment in which individuals are 
not allowed many  
weaknesses, and believe that they should manage their own problems and 
suffer silently (Fuller et  
al., 2000; Judd et al., 2006). It also fosters a distrust of outsiders.  
Individuals living in rural locations  
are concerned about the issue of confidentiality (Cheers, 1998; Fuller et 
al., 2000).  This type of  
culture, prevalent in rural areas, can have significant implications 
because it does not endorse  
professional psychological help-seeking.  To seek professional 
psychological help in this culture  
would be viewed as an indication of personal weakness (Cheers, 1998; Fuller 
et al., 2000).  
Individuals who reside in rural locations are more likely to utilise 
informal help, such as family and  
friends, which is more culturally acceptable than professional help, such 
as a General Practitioner or  
a Mental Health Professional, which may be highly stigmatised in rural 
areas (Cheers, 1998;  
Humphreys, Mathews-Cowey, & Weinand, 1997; Wr igley, Jackson, Judd, & 
Komiti, 2005). The  
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literature, therefore, suggests that access and utilisation of professional 
psychological services is  
reduced in rural and remote areas, compared with urban areas, and this is 
most likely a result of the  
way in which the physical environment and culture mould the professional 
help-seeking experience  
(Cheers, 1998; Cheers, 1990).  
It is clearly important to understand more fully why such a large 
percentage of females, of  
different ages and different locations, who suffer the symptoms of a 
psychological disorder, such as  
depression and anxiety, never seek professional help, so that they can be 
targeted appropriately (Judd  
et al., 2006; Outram et al., 2004).  To achieve this understanding it is 
essential to review the models  
of professional help-seeking (Outram et al., 2004).  To date numerous stage 
models have been  
proposed to explain the process of seeking help for psychological disorders 
(Jorm et al., 2004;  
Kushner & Sher, 1989; Outram et al., 2004; Sussma n, Robins, & Earls, 
1987). A model proposed by  
Sussman et al. suggests that an individualâ€™s decision to seek 
professional help for a psychological  
disorder involves several stages through which the individual proceeds 
before he or she actually  
chooses to seek professional help.  The first stage involves the individual 
primarily recognising that  
she is experiencing feelings or displaying behaviours that she perceives to 
be indicative of a  
psychological disorder.  The second stage involves the individual becoming 
aware that the problem  
is atypical and critical enough to require professional help.  The final 
stage involves the recognition  
of a problem which influences the individual to seek professional help. As 
demonstrated earlier,  
females are significantly better at identifying symptoms related to a 
mental illness than males, which  
is likely to contribute to the gender differences in help-seeking, with 
more females seeking help  
(Cotton et al., 2006).     
Another model by Kushner and Sher (1989) proposes that the decision to seek 
professional  
help is based on the approach-avoidance theory.  This model suggests that 
the individual is  
motivated by a conflict between their approach tendencies (e.g., distress), 
and avoidance tendencies  
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(e.g., fear of treatment). The model proposes that an individual's prope 
nsity to seek professional help  
is influenced by opposing motivational and inhibitory influences of 
fluctuating strengths that  
represent a typical approach-avoidance conflict.  This approach-avoidance 
model, therefore,  
suggests that the varying strengths of these two opposing influences 
(competing motivational and  
inhibitory influences) establish whether the final result of the conflict 
contributes more toward the  
individual seeking or avoiding professional help.   
A more recent model of action to seek professional help has been proposed 
by Jorm et al.  
(2004).  The first stage involves the individual taking action to reduce 
the mild distress she is  
experiencing.  This type of action typically involves an increase in 
strategies that are already in use  
and readily available, such as interaction with family and friends.  This 
kind of action usually  
declines as the distress that the individual is experiencing becomes more 
severe.  The second stage  
of this model consists of activities to diminish moderate levels of 
distress.  These activities usually  
entail specific strategies that the individual is not already using and 
that she engages in to cope with  
the distress, such as self-help books and therapies.  As the distress that 
the individual experiences,  
becomes more severe, these sort of activities generally decline. The third 
stage involves the  
individual engaging in behaviours to alleviate the severe distress she is 
suffering.  This type of  
behaviour consists of professional help-seeking which continues to increase 
in use as distress  
continues to increase.  This third type of action may indicate the failure 
of the first and second types  
of action to reduce the distress (Jorm et al., 2004). As indicated by the 
authors, this proposed model  
was based on cross sectional data and therefore, the model is limited in 
that it is not possible to  
ascertain whether an individual at a certain level of severity, is in a 
phase of escalating distress or is  
improving.  As further suggested by the authors, it is also not possible to 
ascertain if the individual is  
experiencing a first episode, a recurrence, or is receiving maintenance 
treatment. Despite these  
limitations, research tends to confirm the processes described in this 
model in relation to people with  
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depression, and has demonstrated that professional help-seeking increases 
with illness severity  
(Bucholz & Dinwiddie, 1989; Henderson, Gi bson, Pollard, Jacobi, & Merkel, 
1992).  
These stage models provide researchers with a useful framework to identify 
what disrupts the  
process of professional help-seeking for psychological distress in some 
individuals (Cepeda-Benito  
& Short, 1998; Greenlay & Mullen, 1990; Sussman et  al., 1987), although 
they do have limitations.   
The models appear to indicate that the professional help-seeking process 
involves individuals  
following a rational, systematic and linear sequence. In practice, the 
process and decision to seek  
professional help is relatively complex, because the individualâ€™s 
decision to seek professional help  
for psychological distress is influenced by a range of direct predictors 
that are also inter-related and  
individuals can also move between these stages in random ways (Cepeda-
Benito & Short, 1998;  
Greenlay & Mullen, 1990; Sussman et al., 1987). These direct predictors 
include characteristics of  
those at risk, such as their perceived level of human relatedness, their 
level of psychological distress,  
the self and perceived stigma attached to their psychological disorder, and 
the individualâ€™s attitudes  
and intentions about professional help-seeking (Judd et al., 2006; Sussman 
et al., 1987). These direct  
predictors can be either viewed as facilitators or barriers to help-seeking 
(Sussman et al., 1987).  
Each of these predictors will be examined individually to describe its 
direct relationship to the  
professional help-seeking process and its indirect relationship to other 
predictors.  
  
1.3. Predictors of Professional Help-Seeking  
  
1.3.1. Human Relatedness  
Human relatedness is defined as an individualâ€™s level of involvement with 
others, items,  
groups or surroundings, and the simultaneous level of comfort or discomfort 
related to that  
involvement (Patusky, 2002). Establishing and maintaining human relatedness 
with others is a  
universal human concern because it is through these interpersonal relations 
that individuals develop,  
Professional Help-Seeking Among Women   22 
mature and endure (Hagerty et al., 1996).  Human relatedness is a broad 
construct which is made up  
of various components.  Two components of human relatedness are social 
support and the broader  
concept of sense of belonging.       
Social support is a coping resource that is inherent in the interpersonal 
relationships that one  
has with their spouse, family and friends (Monahan & Hooker, 1997). These 
various people create  
an individualâ€™s social support network (Stroebe, Stroebe, Abakoumkin, & 
Schut, 1996). Individuals  
from the social support network may be drawn on in times of need to 
alleviate the adverse  
psychological effects created by distress (Monahan & Hooker, 1997).  Social 
support is vital for an  
individual because it has the capacity to maintain her level of health and 
also reduce her risk of  
physical and psychological illness (Monahan & Hooke r, 1997).  This key 
role that social support  
plays in an individualâ€™s level of health has resulted in social support 
being the most commonly  
researched relatedness concept.  Research regarding social support has 
primarily focused on its role  
(direct and indirect) in the management of stress and its role in the 
prevention of, or recovery from  
psychological illnesses, such as depression (Cohen & Wills, 1985; Hagerty 
et al., 1996).    
The notion of a sense of belonging was initially acknowledged by Maslow 
(1968), who  
identified belongingness as a fundamental human necessity which he ranked 
third on his hierarchy of  
needs.  He suggested that attaining belongingness is an essential phase in 
the course of achieving  
self-actualisation.  Sense of belonging is a broadening of this notion of 
belongingness and it is what  
links an individual with her surrounding community and environment.  Sense 
of belonging is defined  
as the experience of being both individually connected and integrated 
within a system or  
environment (Hagerty, Lynch-Sauer, Patusky, Bouwsema, & Collier, 1992).  An 
individual will have  
a high sense of belonging if she experiences this connection and 
integration within her environment.  
If she does not experience this, she will have a low sense of belonging 
(Hagerty & Patusky, 1995).   
A low sense of belonging was evident in the holocaust survivors of World 
War II, after they had  
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been released from the concentration camps, because they felt like they did 
not belong anywhere  
(Kestenberg & Kestenberg, 1988).   
Two basic dimensions are necessary for an individual to experience a sense 
of belonging.   
These dimensions involve the individual initially having the energy, 
interest and ability to  
experience a sense of belonging (antecedent dimension) and then, once this 
is accomplished, the  
individual has to feel valued, needed and important within their 
environment (psychological  
dimension) (Hagerty et al., 1992; Hagerty et al., 1996). Sense of belonging 
is, therefore, a  
psychological experience with emotional and cognitive components that is 
associated with affiliative  
behavior and social and psychological functioning (Hagerty et al., 1996). 
Despite its apparent  
significance, sense of belonging has had little acknowledgement in the 
psychological distress  
literature thus far, and most of the research in the area of human 
relatedness has focused on the  
social support component (Hagerty et al., 1992; Hagerty et al., 1996; 
Hagerty & Patusky, 1995).  
Research demonstrates that these two components (social support and sense 
of belonging) of  
human relatedness are correlated (Hagerty et al., 1996). A study by Hagerty 
et al. (1996) examined  
the relationship between sense of belonging and perceived social support.  
The study involved 379  
community college students who completed a battery of questionnaires.  The 
results of the study  
indicated that sense of belonging is closely related to perceived social 
support.  A higher sense of  
belonging was associated with more perceived social support and a lower 
sense of belonging was  
associated with less perceived social support.  The study was limited, 
however, in that the entire  
sample were college students with relatively high education levels and, 
therefore, the results can not  
be generalised with confidence to the whole population.    
The theory of human relatedness encompasses two highly correlated 
components: social  
support and human relatedness and is an important human concern related to 
social and  
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psychological functioning.  The relationship between human relatedness and 
professional help- 
seeking will be examined in more detail.  
  
1.3.1.1. Human Relatedness and Professional Help-Seeking  
The professional help-seeking literature suggests that human relatedness is 
a predictor of  
professional help-seeking (Goodman, Sewell, & Jampol, 1984). Human 
relatedness facilitates  
improved coping with difficult life events, which reduces the 
individualâ€™s level of distress and,  
therefore, diminishes the need to seek professional help (Goodman et al., 
1984).  This relationship  
suggests as an individualâ€™s level of distress increases and their human 
relatedness diminishes, the  
likelihood of seeking professional help should increase (Goodman et al., 
1984).  The need for  
professional help increases if the informal support network is not 
perceived as being effective or  
accessible (Goodman et al., 1984).    
Gourash (1978) suggested that there are four potential approaches to 
describe the relationship  
between human relatedness and professional help-seeking. The first approach 
is similar to the  
buffering hypothesis which suggests that human relatedness may improve an 
individualâ€™s  
psychological status and, therefore, decrease or eradicate the need for 
professional help (Gourash,  
1978). This was demonstrated in studies by Dixon (1986) and Sherbourne 
(1988) who confirmed  
that individuals with more support are less likely to seek help than those 
with less support.    
The second approach holds that human relatedness may directly substitute 
for professional  
help by providing the individual with instrumental and emotional support 
(Gourash, 1978). This was  
demonstrated in studies (Cook, 1984; Kemp, 1989; Smith, 1974) which 
revealed a strong preference  
for individuals to seek help from their close friends or relatives to whom 
they could talk about their  
problems.  This relationship was also demonstrated in a more recent study 
by Jorm et al. (1997).   
This national household survey in Australia examined the relationship 
between social support and  
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help-seeking. The results of the study suggested that individuals rated 
close friends and family as  
likely to be more helpful for psychological disorders than psychologists.  
Similar results from public  
surveys have also emerged in other countries (Angermeyer & Matschinger, 
1996; McKeon &  
Carrick, 1991).  
The third approach suggests that human relatedness may assist in the use of 
professional help  
by recognising problems and supplying the individual with referral 
information (Gourash, 1978).  
The fourth approach maintains that human relatedness may effect an 
individualâ€™s decision about  
whether, when, and where to seek help, by the network communicating their 
own attitudes, values,  
and norms regarding help-seeking (Gourash, 1978).  Both the first and 
second approaches suggest  
that human relatedness is linked with less professional help-seeking, 
whereas the third and fourth  
approaches suggest that human relatedness is linked with more professional 
help-seeking (Gourash,  
1978). The research, however, appears to support the first two approaches 
more frequently, which  
suggests that human relatedness is more likely to be linked with less 
professional help-seeking  
(Golding & Wells, 1990; Goodma n et al., 1984; Gourash, 1978).  
Research also suggests that there are two dimensions of social support that 
influence  
professional help-seeking (Ulbrich & Bradsher, 1993): perceived ava 
ilability of support and enacted  
or actual support (Ulbrich & Bradsher, 1993).  The perceived availability 
of support determines an  
individualâ€™s estimate of the assistance that would be accessible to them 
should the need occur.   
Enacted support relates to the assistance offered to an individual by their 
significant others during a  
particular period of time (Ulbrich & Bradsher, 1993). In rela tion to the 
buffering hypothesis,  
concerned with reducing the effect of psychological distress, it has been 
suggested that, compared to  
enacted support, perceived support is a more effective buffer (Ulbrich & 
Bradsher, 1993). These two  
dimensions of support and how they relate to professional help-seeking, 
however, need to be  
examined in more detail.  
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Research has demonstrated that the likelihood of actually seeking 
professional help can be  
influenced by enacted support (Cepeda-Benito & Short, 1998). Enacted 
support or actual support  
relates to the assistance that is offered to an individual by their 
significant others during a particular  
period of time (Ulbrich & Bradsher, 1993). Enacte d support can, therefore, 
involve social network  
characteristics, such as the strength of an individualâ€™s social support 
network. Individuals who lack  
strong informal social support networks, as indicated by the number of 
close friends and relatives  
accessible to them, are more likely to seek professional psychological help 
for their personal  
concerns because it provides them with someone to whom they can talk about 
their problems  
(Bosmajian & Mattson, 1980; Goodman et al ., 1984; Rule & Gandy, 1994; 
Sherbourne, 1988). A  
study by Cepeda-Benito and Short (1998) investigated undergraduate 
studentsâ€™ likelihood of seeking  
professional psychological help.  The study consisted of 732 undergraduate 
students who completed  
a battery of questionnaires.  The results of the study suggested that low 
social support was related to  
a greater likelihood of seeking professional help. Individuals were more 
likely to seek help for their  
psychological distress from professional sources if they have fewer close 
friends and relatives to talk  
to. These findings are limited, however, as only undergraduate students 
were used in the sample and,  
therefore, the results cannot be generalised to the wider community. The 
study was also limited in  
relation to the design of the study with the use of self-report measures 
and a cross-sectional design.  
Individuals are less likely to seek professional psychological help if they 
have a reasonably  
strong social support network, because they are generally more comfortable 
talking to their friends  
and family about personal issues (Birkel & Reppucci, 1983; Golding & Wells, 
1990; Linn &  
McGranahan, 1980; Mechanic, 1982). A study by Rickwood and Braithwaite 
(1994) examined  
social-psychological factors that influence professional help-seeking. The 
participants consisted of  
715 adolescents between the ages of 16 and 19 years.  The results of the 
study indicated that 86% of  
help-seekers sought help from their social network such as family and 
friends, whilst only 14% of  
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help-seekers sought professional help.  Individuals, therefore, are more 
likely to seek help for their  
psychological distress from their informal support networks, rather than 
seeking professional help.  
These results are limited, however, because of the young age of the 
participants. Research indicates  
that young individuals are less likely to seek professional help for their 
distress because they  
experience more perceived stigma (Sirey, Bruce, Alexopoulos, Perlick, 
Friedman et al., 2001).  
The relationship between strong social support networks and professional 
help-seeking was  
also demonstrated in a study by Outram et al. (2004), who qualitatively and 
quantitatively  
investigated professional help seeking amongst 13,961 midlife Australian 
women with psychological  
distress.  The results of the study showed that three attitudinal variables 
relating to strong social  
support were found to be independently and significantly related to 
professional psychological help  
seeking.  These three attitudinal variables included the ability to discuss 
oneâ€™s personal and intimate  
concerns, feeling that family and friends are understanding, and fulfilling 
family relationships.   
Women were less likely to have sought professional help from a mental 
health professional if they  
reported that they were satisfied with their family relationships. Women 
were also less likely to have  
sought help from a mental health professional if they reported that they 
could talk about their deepest  
problems most of the time, compared with women who said they talked about 
their deepest problems  
only sometimes or hardly ever. Finally, women were three times less likely 
to have sought help from  
a mental health professional if they reported that their family or friends 
mostly understood them,  
compared with women who reported that they were only understood by family 
or friends sometimes  
(Outram et al., 2004). This relationship supports the idea that social 
support networks, such as family  
members, can buffer the need to seek professional help (Outram et al., 
2004).    
Research suggests, however, that rather than the actual availability of 
social support, it is the  
perceived availability of social support that is believed to be accessible 
during times of  
psychological distress that is important (Phillips & Murr ell, 1994).  A 
study by Phillips and Murrell  
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examined perceived social support and its relationship to professional 
help-seeking.  The participants  
consisted of 120 adults over the age of 55 who completed a number of 
questionnaires. The results of  
the study suggested that, compared with non-help-seekers, help-seekers 
reported that prior to seeking  
professional help they perceived greater deficits in the amount of social 
support available to them. It  
was the extent to which these relationships were seen as not being able to 
provide help and support  
when required that was important in influencing whether professional help 
would be sought, rather  
than the actual availability of the social support as such.  The 
participants of this study, however,  
were over the age of 55, which is older than the population of interest 
(females under the age of 55).  
The relationship between the perceived availability of social support and 
professional help- 
seeking was also demonstrated in a study by Golding and Wells (1990). This 
study investigated  
perceived social support and professional help-seeking among 2,393 male and 
female participants  
over the age of 18 years, who were each interviewed. The participants 
included 1,149 non-Hispanic  
Whites and 1,244 Mexican Americans.  The results of the study indicated 
that professional help- 
seeking was related to a perceived lack of emotional support and unrelated 
to social network  
composition and social network size.  This further suggests that it is the 
extent to which consistent  
and compassionate relationships are perceived as being unable to provide 
the help and support when  
required that is important in influencing whether professional help will be 
sought, rather than the  
composition or size of the individualâ€™s social support network.   
In summary, social support and its relationship to professional help-
seeking has been  
researched extensively (Cepeda-Benito & Shor t, 1998; Golding & Wells, 
1990; Goodman et al.,  
1984; Gourash, 1978; Phillips & Murrell, 1994), and has consistently found 
that the need for  
professional help increases if the natural, informal support network is not 
perceived as being  
effective, or is not accessible to the individual. There is, however, a gap 
in the human relatedness  
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research with no research having examined the relationship between sense of 
belonging and help- 
seeking (Golding & Wells, 1990; Phillips & Murrell, 1994).   
  
  1.3.2. Severity of Psychological Distress  
Psychological distress is also a direct predictor of professional help-
seeking.  Psychological  
distress has been defined as an umbrella term for non-psychotic 
psychological disorders (Martin &  
Newell, 2005).  Psychological wellbeing refers to an individualâ€™s ability 
to (1) think rationally and  
logically, (2) manage stress and (3) demonstrate emotional stability and 
development (Sarason &  
Sarason, 2002). When an individualâ€™s level of psychological wellbeing 
declines, the likelihood of  
developing a non-psychotic psychological disorder increases (Sarason & 
Sarason, 2002).  The two  
most prevalent non-psychotic psychological disorders in females are 
depression and anxiety  
(Australian Bureau of Statistics, 1997; Australian Bureau of Statistics, 
2001; Vos et al., 2001).  
It is useful to consider these two disorders together as a manifestation of 
psychological  
distress. Research has demonstrated that these two psychological disorders 
are highly correlated,  
which supports the psychological distress construct (Wei & Sha, 2003). Wei 
and Sha examined the  
relationship between depression and anxiety in a study consisting of 394 
college students who  
completed depression and anxiety questionnaires. The results of the study 
indicated that there were  
significant positive correlations between depression and anxiety, which 
provides support for the  
psychological distress construct (Wei & Sha, 2003).This finding is im 
portant as it is essential for  
components of a construct to be highly correlated. Research also 
demonstrates that psychological  
distress has been found to directly predict professional help-seeking 
(Outram et al., 2004; Roness et  
al., 2005; Sheffield, Fiorenza, & Sofronoff, 2004).   
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1.3.2.1. Severity of Psychological Distress and Professional Help-Seeking  
The help-seeking literature suggests that the severity of psychological 
distress is a direct  
predictor of professional help-seeking (Flett, Blankstein, Hicken, & 
Watson, 1995; Jorm et al., 2004;  
Katerndahl, 1991; Outram et al., 2004; Parslow & Jorm, 2001; Rone ss et 
al., 2005; Sheffield et al.,  
2004; Tessler, Mecahnic, & Dimond, 1976). An early  study by Tessler et al. 
examined the  
relationship between psychological distress and help-seeking.  The study 
involved 339 participants  
who completed a series of questionnaires.  The results indicated that an 
individualâ€™s level of  
psychological distress was the single most important predictor of 
professional help-seeking. This  
was further supported in a study by O'Neil, Lancee, and Freeman (1984) who 
examined predictors of  
help-seeking.  The study included 238 college students, with about half of 
the sample attending a  
university psychiatric clinic.  The sample therefore comprised a clinic 
population and a non-clinic  
population. The results revealed that psychological distress severity was 
the single most important  
predictor of professional help-seeking. This finding was further supported 
in a recent study  
indicating that the severity of the symptoms was the main determinant for 
seeking help from a health  
professional for mental health problems (Bebbington et al., 2000).  
A number of studies have demonstrated a positive relationship between the 
severity of  
depression and help-seeking. Jorm et al. (2004) examined a community 
sampleâ€™s help-seeking for  
depression at different levels of severity. The study consisted of 6618 
adults from Canberra and  
south-east New South Wales, Australia, who completed a battery of self-
report questionnaires.  The  
results of the study showed that the use of professional help-seeking 
peaked in severe depression.  
These results were further supported in a more recent study by Sareen et 
al. (2005) who studied  
125,493 participants from Canada aged 12 years and over.  The participants 
were asked to report if  
they had contacted a professional for depressive symptoms in the previous 
year. Participants were  
also assessed for major depression.  The results of the study confirmed 
that more severe depression  
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was more likely to be related to seeing a professional (or various 
professionals).  The study was  
limited, however, in that there was no consistency in the time base for the 
distress and help-seeking.    
The level of distress was evaluated in retrospect over a one month interval 
and the actions to cope  
were evaluated in retrospect over a six month interval.  
Whilst the majority of research appears to support the relationship between 
depression  
severity and professional help-seeking, one recent study failed to support 
the relationship.   Tija,  
Givens, and Shea (2005) examined factors related to the under treatment of 
medical students' (n =  
322) depression. Participants completed a Beck Depression Inventory and a 
sociodemographic  
questionnaire. Forty-nine students (15.2%) were classed as depressed, and 
only 13 (26.5%) of these  
49 depressed students reported professional help-seeking. The study found 
no difference in  
professional help-seeking between the more severely depressed and less 
depressed students.   
The relationship between the general level of psychological distress and 
actual professional  
help-seeking has also been demonstrated by examining anxiety (Katerndahl, 
1991). Katerndahl  
examined anxiety severity (in particular phobia severity) and professional 
help seeking. The study  
involved 345 individuals who completed a questionnaire. The results of the 
study suggested that the  
presence of severe panic attacks and extended duration of fears and 
avoidance were key factors in an  
individualâ€™s decision to seek professional help.   
Finally, the relationship between severity of distress and actual 
professional help-seeking has  
also been demonstrated by examining both depression and anxiety (Thompson 
et al., 2004).  
Thompson et al. examined the barriers to initial help-seeking and factors 
that facilitated help-seeking  
for depression and anxiety. The participants of the study included 101 
males and 132 females, aged  
18 to 77 years with a primary diagnosis of an anxiety or mood disorder.  
The participants were  
recruited from a specialist treatment clinic in Sydney and had all delayed 
seeking professional help  
for at least one month. The participants retrospectively self-reported 
their help-seeking history. The  
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results of the study showed that increasing illness severity was the 
primary factor that facilitated  
seeking professional help, suggesting that as a psychological problem 
becomes increasingly obvious  
to the sufferer she is more likely to seek help. The study was limited, 
however, in that it used a  
retrospective self-report design which required long periods of recall. 
Also retrospective reports of  
increased illness severity at the time of initial help-seeking cannot be 
externally validated. Finally, as  
mentioned above, recruitment from a specialist treatment clinic may have 
produced a skewed sample  
of help-seekers.   
These numerous studies, therefore, suggest that an individual is more 
likely to seek  
professional help as the level of distress increases (Jorm et al., 2004; 
Katerndahl, 1991; Parslow &  
Jorm, 2001; Sareen et al., 2005; Thompson et al., 2004).  Sareen et al. and  
Thompson et al.  
suggested that this positive relationship occurs because individuals may 
not initially recognise the  
problem or they try and resolve the distress themselves before they seek 
professional help. Initially,  
the individual may only experience low levels of severity of the symptoms 
and may, therefore, have  
difficulties with problem recognition, or the individual may initially 
believe it is only a transient  
problem that they can cope with (Sareen et al., 2005; Thompson et al., 
2004).  Also relevant is that  
the individual may recognise the stigma associated with professional help-
seeking.  If the individual  
is unsuccessful at resolving the distress and it persists and increases, 
they are then more likely to  
seek professional help (Sareen et al., 2005; Thompson et al., 2004).  This 
relates to the help-seeking  
model proposed by Jorm et al. (2004). The first two stages of this model 
involve the individuals  
initially taking action to reduce their level of distress.  The model 
suggests, however, that these  
actions typically decline as the distress that the individual experiences 
becomes more severe. The  
third stage of the model involves the individual taking action to reduce 
the severe distress by seeking  
professional help, which continues to increase as distress continues to 
increase.  The model implies  
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that the third type of action may follow the failure of the first and 
second types of action to reduce  
the level of distress (Jorm et al., 2004).  
Given the consistency of the positive relationship between the severity of 
distress and actual  
help-seeking, as well as Ajzen and Fishbeinâ€™s (1980) theory of reasoned 
action, which suggests that  
individualâ€™s attitudes are the most significant predictor of an 
individualâ€™s intentions, it would be  
expected that the relationship between the severity of the distress and the 
attitudes regarding  
professional psychological help-seeking would also be positive (Ajzen & 
Fishbein, 1980).  The  
findings in this area, however, are surprisingly limited and inconsistent 
(Billingsley, 1999; Pugh,  
2002).  
Billingsley (1999) examined level of distress and its relationship to help-
seeking attitudes  
and whether these attitudes remain relatively stable over adulthood. The 
study involved 66 younger  
participants between the ages of 18 and 30 years and 66 older participants 
between the ages of 65  
and 80 years. The participants were required to complete questionnaires 
which measured their  
attitudes toward seeking professional psychological help and their level of 
psychological distress.  
The results of the study indicated that level of distress did not correlate 
with psychological help- 
seeking attitudes and help-seeking attitudes did not differ among the 
younger and older participants.   
Pugh (2002) examined the relationship between level of psychological 
distress and help  
seeking attitudes. The results of the study of 281 participants showed that 
those who were  
considering seeking help reported greater levels of distress and more 
positive help seeking attitudes,  
than those who were not considering seeking help. Individuals with positive 
treatment attitudes were  
typically more psychologically minded and "ready" for therapy.   
In summary, the help-seeking literature suggests that psychological 
distress severity is a key  
variable and direct predictor of professional help-seeking (Flett et al., 
1995; Jorm et al., 2004;  
Katerndahl, 1991; Outram et al., 2004; Parslow & Jorm, 2001; Rone ss et 
al., 2005; Sheffield et al.,  
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2004; Tessler et al., 1976).  The research examining psychological distress 
severity and actual  
professional help-seeking generally appears to support a positive 
relationship, indicating that actual  
professional help-seeking for psychological distress increases with the 
severity of the distress (Jorm  
et al., 2004; Katerndahl, 1991; Parslow & Jorm, 2 001; Sareen et al., 2005; 
Thompson et al., 2004).  
In contrast, the literature demonstrating the relationship between 
psychological distress severity and  
professional help-seeking attitudes is less consistent, with only one study 
supporting a positive  
relationship (Pugh, 2002), and other research supporting no relationship 
(Billingsley, 1999).  This  
inconsistency does therefore not provide support for the theory of reasoned 
action, though, the  
inconsistency may possibly be related to the participants examined.  It 
appears that the research on  
distress severity and help-seeking involved a clinical sample, whereas the 
research conducted on  
distress severity and help-seeking attitudes involved a sample from the 
â€˜normalâ€™ population.  It is  
possible that a clinical sample is more likely to have sought professional 
help and have direct  
experience of distress being alleviated by professional help.  The normal 
sample may only have  
speculated on the link, which would as a result be less consistent.  
  
1.3.3. Stigma  
Stigma, including actual, self and perceived stigma, is also a direct 
predictor of professional  
help-seeking (Hoyt, Conger, Valde, & Weihs, 1997; Jorm, 2000; Jorm et al., 
2000; Komiya, Good,  
& Sherrod, 2000; Kushner & Sher, 1991; Leong & Zach ar, 1999; Sims, 1993). 
Stigma is a mark of  
social intolerance; the humiliation or disgrace that is assigned to an act, 
person or event that is  
considered to be socially intolerable. Self stigma is the negative 
attitudes that one has about her self  
as a consequence of internalising the publicâ€™s stigmatising beliefs.  For 
example, an individual  
suffering from depression may believe that they are weak because they have 
internalised the publicâ€™s  
belief that depression is attributable to a weak personality (Barney et 
al., 2006).  Perceived stigma is  
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a perception that other individuals possess stigmatising beliefs (Barney et 
al., 2006; Mickelson,  
2001; Pyne et al., 2004). Perceived stigma is therefore an individualâ€™s 
perception of others' negative  
responses (Barney, Griffiths, Jorm, & Christense n, 2006). For example, an 
individual suffering from  
depression may perceive that other individuals will regard and react to 
them negatively if they seek  
help (Barney et al., 2006). Suffering from psychological distress is 
associated with a high degree of  
stigma (Fuller et al., 2000).  Stigmatising attitudes in relation to 
psychological distress appear to be  
widely and persistently held by the public (Crisp, Gelder, Rix, Meltzer, & 
Rowlands, 2000; Fuller et  
al., 2000; Jorm et al., 2000).  These stigmatising attitudes toward 
psychological distress negatively  
affect the way individuals in the community respond to those individuals 
with psychological distress  
and the way individuals with psychological distress respond to their own 
psychological problem  
(Holmes, Corrigan, Williams, Canar, & Kubiak, 1999).   
  
1.3.3.1. Stigma and Professional Help-Seeking  
Whilst a few studies have demonstrated that stigma does not have a 
significant effect on  
help-seeking (Blumenthal & Endi cott, 1996; Jorm et al., 2000), the 
majority of research has  
demonstrated that stigma can be detrimental because it can affect an 
individualâ€™s willingness to seek  
professional help for their psychological distress, leading to the under-
recognition and under- 
treatment of psychological distress (Hoyt et al., 1997; Jorm, 2000; Jorm et 
al., 2000; komiya et al.,  
2000; Kushner & Sher, 1991; Leong & Zachar, 1999;  Sims, 1993).  This 
relationship between  
stigma and a reduced willingness to seek professional help for 
psychological distress was  
demonstrated in a study by Komiya and colleagues (2000), who investigated 
possible predictors of  
attitudes toward seeking professional psychological help.  The study 
consisted of a sample of 311  
college students. The results of the study suggested that the most unique 
and significant predictor of  
an unwillingness to seek professional psychological help was the stigma 
that is associated with  
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therapy.  The measure of stigma used in the study, however, was created by 
the author of the study  
and its psychometric properties had not been comprehensively cross-
validated.   
Stigma can also be detrimental to individuals who have sought help, by 
impinging upon the  
individualâ€™s recovery and possibly resulting in treatment discontinuation 
(Sims, 1993; Sirey, Bruce,  
Alexopoulos, Perlick, Raue et al., 2001).  Stigma may also affect the 
individualâ€™s likelihood of  
seeking professional psychological help for psychological disorders in the 
future (Hoyt et al., 1997).  
A study by Hoyt et al. investigated the implication of the stigma 
associated with seeking professional  
help for increased psychological distress and the future willingness to 
seek professional help.  The  
participants included 1487 adults in rural America.  The results of the 
study suggested that the  
stigma of psychological health service use was strongly related to an 
unwillingness to seek  
psychological health services in the future.  The greater the stigma the 
individual experiences on the  
first occasion they seek professional help for a psychological disorder, 
the less willing they are to  
seek professional help on the next occasion.   
It is believed that stigmatising negative attitudes result in a reduced 
willingness to seek  
professional help for psychological disorders because being labelled as 
â€˜mentally illâ€™ is a threat to  
the individualâ€™s self-esteem and self-efficacy (Corrigan, 2004).  
Individuals may choose to avoid the  
label and associated stigma altogether by not seeking professional help 
from mental health  
professionals, an act which in itself, carries with it a negative label 
(Corrigan, 2004). This idea is  
consistent with the threat to self-esteem model proposed by Fisher, Nadler, 
and Whitcher-Alagna  
(1982).  This notion was demonstrated in an exploratory study by Amato and 
Bradshaw (1985), who  
found that individuals delayed or avoided seeking professional help for 
psychological disorders  
because they found the sigma attached to mental illnesses was ego-
threatening.  It was also  
demonstrated in a study by Riecher-Rossler and Hofecker Fallahpour (2003) 
who examined whether  
the diagnostic term â€˜postpartum depressionâ€™  affects help-seeking. The 
study involved a  
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comprehensive evaluation of the literature. The results of the study 
indicated that labelling an  
individual as suffering from â€˜postpartum depre ssionâ€™ could result in 
delayed or avoidance of  
professional help seeking due to the motherâ€™s feelings of fear and shame 
about the stigma attached to  
the disorder.   
Several other studies have also demonstrated this threat to self-esteem, 
with findings  
indicating that individuals report feeling ashamed or embarrassed about 
having depression or  
seeking professional help for depression (Jorm et al., 2000; Outram et al., 
2004; Thompson, Hunt, &  
Issakidis, 2004). Barney and colleagues (2006), who investigated community 
help-seeking intentions  
and stigmatising beliefs related to depression, examined a random sample of 
1312 adults from the  
Australian community.  The participants completed a questionnaire 
presenting a depression vignette  
and measures of stigmatising responses, source-specific help-seeking 
intentions, current depressive  
symptoms and depression experience. The results of the study found that 
both self stigma and  
perceived stigma, in relation to seeking help for depression, are 
widespread and both diminish the  
likelihood of seeking professional help (Barney et al., 2006).  The results 
of the study suggest that  
most people would feel embarrassed about seeking professional help, and 
believed that others would  
have a negative response to them if they sought this help. Another survey 
in the United Kingdom  
found that 60% of the public believed that it would be embarrassing to seek 
professional help for  
depression (Sims, 1993). This was also demonstrated in another Australian 
study by Outram et al.  
(2004), who collected qualitative and quantitative data to investigate 
factors that impede professional  
help seeking for psychological distress. The results of the study showed 
that feelings of  
embarrassment and shame and fears of judgement by others influenced women 
to keep their distress  
concealed and, therefore, not to seek professional help for their 
psychological disorders. Self-stigma  
is therefore remarkably strong, in relation to impeding an individualâ€™s 
decision to seek professional  
help (Barney et al., 2006; Kelly & Jorm, 2007).    
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It is further suggested that stigmatising negative attitudes result in a 
reduced willingness to  
seek professional help for psychological disorders because being labelled 
as â€˜men tally illâ€™ is a threat  
to the individual (Corrigan, 2004).  Stigma, which involves stereotypes, 
discrimination and  
prejudice, can deprive an individual who is labelled with a psychological 
disorder of opportunities  
that are fundamental for accomplishing life goals. Individuals with 
psychological disorders are often  
unable to attain good jobs because of the prejudice of important members in 
their communities, such  
as employers (Corrigan, 2004). This was demonstrated in a study by Chew-
Graham, Rogers, and  
Yassin (2003), who examined the attitudes of medical students from the 
University of Manchester in  
the UK with regard to psychological distress and their views on 
professional help-seeking.  The  
students reported that stigma related to psychological distress was 
prevalent among the student body  
and they believed that it persisted all the way through the medical 
profession.  This study indicates  
that psychological disorders are often viewed as a sign of weakness and 
individuals, therefore, avoid  
appropriate professional help-seeking behaviour to circumvent any 
implications that might hamper  
their future careers. However, this study was limited in its design:  the 
participants were all  
university aged students and, as other research indicates, young 
individuals are more likely to have  
particular negative attitudes to psychological help-seeking (Sirey, Bruce, 
Alexopoulos, Perlick,  
Friedman et al., 2001; Sirey, Bruce, Alexopoulos, Perlick, Raue et al., 
2001). On the other hand they  
were medical students, whom one might have expected not to share common 
prejudices.  
It has been suggested that, compared with males, females perceive less 
stigma associated  
with professional psychological help-seeking (Komiya et al., 2000).  This 
was demonstrated in the  
study mentioned above by Komiya et al., who investigated possible 
predictors of attitudes toward  
seeking professional help.  The study consisted of a sample of 311 college 
students. The results of  
the study suggested that, compared with males, females perceived less 
stigma in relation to  
counselling.  As mentioned earlier, however, the study was limited in that 
the results were based on a  
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measure of stigma created by the author of the study that has not been 
validated.  A more recent  
study, however, confirmed these findings.  Chandra and Minkovitz (2006) 
examined gender  
differences and the role of stigma related to the willingness of 
adolescents to use mental health  
services. The study involved 274 eighth grade students in a suburban 
community in a mid-Atlantic  
state of the USA. The results indicated that males professed a more 
stigmatised view of mental  
health than females and, compared with males, females were twice as likely 
to report willingness to  
use mental health services. This study, therefore, highlights that gender 
differences in negative  
mental health attitudes and willingness to use mental health services are 
present from early  
adolescence.   
In addition to gender differences, research, although limited, suggests 
that the impact of  
perceived stigma on professional psychological help-seeking is mediated by 
age, with younger  
individuals less likely to seek professional help (Barney et al., 2006; 
Rickwood & Braithwaite, 1994;  
Sirey, Bruce, Alexopoulos, Perlick, Friedman et al., 2001; Sirey, Bruce, 
Alexopoulos, Perlick, Raue  
et al., 2001).  Sirey, Bruce, Alexopoulos, Perlick, Raue et al. (2001) 
examined the effects of age on  
stigma perception and psychological health service use. The study involved 
a survey of 92  
outpatients with depression. The results of the study indicated that, 
compared with individuals over  
the age of 65, younger individuals (under 65) were likely to perceive more 
stigma regarding  
psychological disorders. This finding indicates that younger individuals 
are more likely to subscribe  
to a stigmatised view in relation to psychological disorders than older 
individuals (Sirey, Bruce,  
Alexopoulos, Perlick, Raue et al., 2001).  
In addition to gender and age differences, the research also suggests that 
individuals who  
reside in rural locations perceive more stigma associated with seeking 
professional psychological  
help, compared to individuals who reside in urban locations (Camasso & 
Moore, 1985; Outram et  
al., 2004). In fact, stigma has been found to be one of the most powerful 
barriers to help-seeking for  
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mental health in rural areas (Fuller et al., 2000; Judd et al., 2006).  
Stigma is a remarkably significant  
barrier in rural communities, because individuals are typically strongly 
enmeshed in their social  
networks and there is little opportunity to conceal semi private acts, such 
as attending a medical  
centre (Judd et al., 2006; Rost, Smith, & Taylor, 1993) . The lack of 
anonymity in these communities  
increases the likelihood that individuals who seek professional help will 
be known and labelled (Rost  
et al., 1993). This was demonstrated in the study mentioned earlier by 
Outram et al., who examined  
the effect of place of residence in the likelihood of professional 
psychological help-seeking. The  
study consisted of qualitative and quantitative data which were gathered 
from 13,961 rural, remote  
and urban Australian females, aged 45 to 50 years. Place of residence was 
categorised by the urban  
(capital city and other metropolitan area), rural and remote classification 
system of the Australian  
Commonwealth Government Department of Primary Industries and Energy and the 
Department of  
Human Services and Health (1994). The results of the study suggested that, 
compared with urban  
females, rural females possessed more negative attitudes toward seeking 
professional psychological  
help, reflecting the stigma of utilising psychological services.    
Another study by Rost et al. (1993) investigated the rural-urban 
differences in the stigma  
related to seeking help for depressive disorders.  The study included 200 
participants from  
metropolitan and neighbouring non-metropolitan counties. The participants 
were classified as urban  
participants if they lived in one of two counties in the same metropolitan 
statistical areas (MSA), or  
rural participants if they lived in any non-MSA county neighbouring the two 
metropolitan counties.  
The participants rated one of four vignettes.  The results indicated that 
higher levels of stigma were  
linked with less use of professional help in rural areas but not urban 
areas.  This study is limited,  
however, in that the study did not take into account the essential 
indicators of accessibility and  
affordability, which have been shown to predict the use of professional 
help.  Notwithstanding these  
factors, the general link between living in rural areas and seeking help 
has been confirmed.   
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Whilst stigma influences professional mental help-seeking, according to new 
research  
(Komiti, Judd, & Jackson, 2006; Wrigley et al., 2005), stigma may not 
influence help-seeking from  
general practitioners.  Komiti et al. investigated whether stigma 
influenced rural residents seeking  
help from general practitioners for psychological issues. The study 
involved 300 participants from  
communities in rural north-west Victoria, Australia. The results indicated 
that stigma did not  
influence help-seeking from general practitioners in rural areas. In 
contrast, another recent study by  
Wrigley et al. indicated that lower stigma was positively related to 
seeking help for mental health  
issues from a general practitioner in rural areas. Therefore, the pattern 
of association between  
seeking help from general practitioners and the stigma of mental illness is 
not clear.  
In summary, stigma and its relationship to professional help-seeking has 
been researched  
extensively (Hoyt et al., 1997; Jorm, 2000; Jorm et al., 2000; Kushner & 
Sher, 1991; Leong &  
Zachar, 1999; Sims, 1993).  The research suggests that stigma can be 
detrimental because it can  
affect an individualâ€™s willingness to seek professional psychological 
help for their psychological  
distress, leading to the under-recognition and reduced treatment of 
psychological distress (Hoyt et  
al., 1997; Jorm, 2000; Jorm et al., 2000; Kushner & Sher, 1991; Leong & 
Zachar , 1999; Sims, 1993).   
It has been suggested that stigma may result in a reduced willingness to 
seek professional help or  
continue seeking professional help for psychological disorders because 
being labelled as â€˜mentally  
illâ€™ is a threat to the individualâ€™s self-esteem and self-efficacy 
(Corrigan, 2004; Jorm et al., 2000;  
Outram et al., 2004; Riecher-Rossler & Hofeck er Fallahpour, 2003; Sims, 
1993; Sirey, Bruce,  
Alexopoulos, Perlick, Raue et al., 2001; Thompson et al., 2004). Stigma 
can, therefore, directly harm  
an individual in a number of ways, beyond the distress he or she is 
suffering (Corrigan, 2004). It also  
appears that stigma and professional help-seeking are related to gender, 
age and place of residence.  
Individuals who are male, under the age of 65 and from a rural area are 
generally less likely to seek  
professional psychological help compared with other individuals because 
they perceive higher levels  
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of stigma associated with mental illness.  More recent research, however, 
has demonstrated less  
consistent results, particularly in relation to place of residence (Komiya 
et al., 2000; Rost et al.,  
1993; Sirey, Bruce, Alexopoulos, Perlick, Friedman et al., 2001).  
  
1.3.4. Summary  
The research indicates that an individualâ€™s decision to seek professional 
help for  
psychological distress is influenced by a range of direct predictors 
(Cepeda-Benito & Short, 1998;  
Ciarrochi & Deane, 2001; Goldi ng & Wells, 1990; Goodman et al., 1984; Hoyt 
et al., 1997; Jorm,  
2000; Jorm et al., 2000; Jorm et al., 2004). These direct predictors 
include an individualâ€™s perceived  
level of human relatedness, their level of psychological distress, and the 
stigma attached to their  
psychological disorder (Sussman et al., 1987). Whilst these direct 
predictors independently predict  
help-seeking, they are also interrelated (Demyttenaere, Lenaerts, & Nijs, 
1995; Fuller et al., 2000;  
Mickelson, 1996; Mickelson, 2001).  The interrelationships between the 
direct predictors will be  
examined in more detail.  
  
1.4. Relationships between the Direct Predictors  
  
      1.4.1. Human Relatedness and Severity of Psychological Distress   
The lack of human relatedness is a direct predictor of psychological 
distress. Human  
relatedness, such as increased perceived social support and a high sense of 
belonging, has been  
acknowledged to be an important requirement for psychological well-being 
(Hagerty et al., 1996;  
Thompson-Fullilove, 1996). Research indicates that human relatedness is 
related to improving social  
and psychological functioning (Hagerty & Williams, 1999).   
One study that demonstrated this relationship between human relatedness and 
psychological  
distress focused on social support and depression. Demyttenaere et al. 
(1995) examined the role of  
Professional Help-Seeking Among Women   43 
social support during pregnancy as a buffer for post-partum depression.  
The participants included  
50 women who were assessed from 30 weeks gestation until 6 months after 
delivery, with respect to  
the amount of social support they received from their spouses during 
pregnancy and their depression  
levels.  The results of the study revealed that a lack of spousal support 
during pregnancy predicted  
post-partum depression.  This study suggests that spousal social support is 
critical during pregnancy  
and is a buffer for post-partum depression.   
A study by Webster (1996) examined the buffering effects of social support 
from the spouse,  
family, and friends on depression during pregnancy, and after the birth of 
the child. The participants  
included 103 women who completed questionnaires assessing perceived social 
support from spouse,  
family, and friends, and their level of depression.  They were first 
assessed prior to 20 weeks  
gestation, and then again after 32 weeks gestation. The results of the 
study indicated that higher  
levels of perceived social support from the individualâ€™s spouse, family, 
and friends were consistently  
related to fewer depressive symptoms. The results of the study also found 
that under high levels of  
distress, women with high levels of perceived social support displayed 
fewer depressive symptoms  
than women with low levels of social support. Therefore, social support 
from the individualâ€™s spouse  
and friends appeared to buffer the symptoms of depression.  As a survey was 
used the data could not  
provide evidence for a causal relationship.    
It has generally been shown that social and psychological functioning and 
well-being  
diminishes with reduced human relatedness, including deficits in perceived 
social support and sense  
of belonging.  Individuals who experience less human relatedness suffer 
higher levels of depression  
(Bailey & McLaren, 2005; Hagerty et al., 1996; Ha gerty & Williams, 1999; 
Rice, 1999; Vanderhorst  
& McLaren, 2005), and anxiety (M allinckrodt & Leong, 1992). This was 
demonstrated in a study by  
Sangon (2004) who examined the associations between depression and a number 
of predictors of  
depression, including social support and sense of belonging as components 
of human relatedness.   
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The participants included 142 Thai women, of whom 77 were depressed. The 
results of the study  
suggested that a family history of depression, perceived social support and 
sense of belonging  
predicted depression in these women. A path analysis showed that 66% of the 
variance of depression  
was explained by the proposed model. The results further demonstrated that 
sense of belonging had  
the strongest direct effect on severity of depression, followed by 
perceived social support. This  
study, therefore, demonstrates that poor psychological health functioning 
is strongly related to  
human relatedness.   
This relationship was further demonstrated in a study by Choenarom, 
Williams, and Hagerty  
(2005) who pursued a longitudinal investigation of the role of sense of 
belonging and social support  
in the relationship between perceived stress and symptoms of depression in 
51 men and women with  
a history of depression and 39 men and women without a history of 
depression. The data were  
obtained at 3, 6, and 9 month intervals, following the initial data 
collection period. The results  
revealed a mediation effect, but not a moderation effect, of sense of 
belonging and perceived social  
support on the relationship between perceived stress and depression in the 
depressed group. For the  
non-depressed group, perceived stress and symptoms of depression did not 
correlate significantly.  
The results further revealed that a lower sense of belonging had 
significant direct effects on the  
severity of depression and the effects were reliable over the nine month 
period. Social support only  
had indirect effects that varied over time. The researchers suggested that 
the results highlight that  
interventions focusing on the promotion of sense of belonging should 
produce direct and enduring  
reductions of depression.   
There appears to be a gender difference in the way that human relatedness 
is experienced  
(Hagerty et al., 1996; Lloyd, 1985; McLaren et al., 2001).  Compared with 
males, females seem to  
have a more consistent relationship between human relatedness and 
indicators of social and  
psychological functioning.  Females typically appear to benefit more from 
human relatedness than  
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males (Antonucci, 2001; Baumeister & Leary, 1995; Rook & Pietromano, 1987).  
This gender  
difference was illustrated in a study conducted by Jordan, Kaplan, Miller, 
Striver, and Surrey (1991).  
This study included 379 community college students who were measured for 
their levels of sense of  
belonging, social support, loneliness, anxiety, conflict, depression and 
suicidal ideation.  The results  
of the study suggest that, compared to males, femalesâ€™ low sense of 
belonging was more closely  
related to negative social support and discord. The findings of this study, 
however, were hampered  
by the low numbers of male participants in the study. Despite this 
limitation, however, these results  
are consistent with prior research and theories that suggest that females 
depend more on their social  
ties with others to validate their view of themselves and their value and 
significance to others.  It has  
been proposed that females use their interpersonal relationships with 
others as a way to define  
themselves (Jordan et al., 1991). Males, in comparison, tend to depend on 
their work role to validate  
their view of themselves and their value and significance to others (Aryee 
& Luk, 1996). Prior  
research also indicates that, compared with male college students, female 
college students with low  
perceived social support and a low sense of belonging experience more 
anxiety and depression  
(Mallinckrodt & Leong, 1992).   
This relationship was further demonstrated in a recent study by Kendler, 
Myers, and Prescott  
(2005) who examined the depressogenic effects of low social support .   The 
study consisted of 1,057  
pairs of opposite-sex dizygotic twin pairs who were interviewed on two 
occasions at least 1 year  
apart. The results indicated that females reported higher levels of global 
social support than their  
twin brothers. The results further indicated that global social support 
assessed from the first  
interview predicted risk for major depression at the second interview 
significantly more strongly in  
females than in males.  The same effect was also evident when the analysis 
controlled for a history  
of major depression.   Females were, therefore, more susceptible than males 
to the depressogenic  
effects of low levels of social support. Social support levels, however, 
did not account for the sex  
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difference in risk for major depression. The researchers, therefore, 
concluded that emotionally  
supportive social relationships are significantly more protective against 
major depression for females  
than for males. Whilst these effects cannot account for sex effects on the 
prevalence of major  
depression, they do indicate significant sex differences in their risk of 
the development of major  
depression. They suggested that clarification of the nature of the causal 
links between low social  
support and depression in females is required.   
In summary, human relatedness is related to and predicts psychological 
distress (Cohen &  
Wills, 1985; Hagerty et al., 1996).  High levels of human relatedness, such 
as social support  
resources or sense of belonging, appear to have a buffering effect that 
safeguards the individual from  
developing psychological distress (Stroebe et al., 1996).  Human 
relatedness can also assist in the  
recovery from psychological distress (Hagerty & Williams, 1999).   
  
1.4.2. Stigma and Human Relatedness   
Stigma is a direct predictor of the experienced extent of human 
relatedness. Stigma has been  
acknowledged in the literature to influence human relatedness, including 
social support and sense of  
belonging (Mickelson, 1996; Mickelson, 2001; Prince, 2001). The research, 
although limited,  
particularly in relation to psychological distress and women, indicates 
that the stigma associated with  
psychological distress can decrease an individualâ€™s perceived level of 
social support and reduce the  
suffererâ€™s sense of belonging (Mickelson, 1996; Mickelson, 2001; Prince, 
2001).  
Studies that demonstrate this relationship between human relatedness and 
stigma include  
those by Mickelson (1996, 2001).  These two studies by Mickelson examined 
the interaction  
between stigma on the perceived availability of support, willingness to 
seek support, and actual  
support-seeking. The results of the studies showed that stigma was 
consistently related to the  
decrease in the perceived availability of support and a reduced willingness 
to seek support. These  
Professional Help-Seeking Among Women   47 
findings suggest that individuals who perceived that their illness is 
stigmatised feel that they have  
less support available to them and feel less willing to seek support.  
Another study by Prince (2001) further demonstrated this relationship 
between stigma and  
human relatedness.  This study examined the relationship between stigma and 
community  
integration.  The study consisted of 95 clients with a serious 
psychological disorder who completed  
measures of stigma, community integration, and perceived social support. 
The results of the study  
suggested that these clients expect other members of the community to 
devalue them and  
discriminate against them. These clients reported that they were less 
likely to interact with others or  
to feel a sense of belonging in their communities, the more they perceived 
others to devalue and  
discriminate against them. The results also suggested that a clientsâ€™ 
sense of belonging appeared to  
be more strongly related to their perceptions of being stigmatised than did 
their contact with others.  
These findings indicate that clients with a psychological disorder perceive 
and experience  
considerable stigma.   
In summary, stigma is related to and influences human relatedness, 
including social support  
and sense of belonging (Mickelson, 1996; Mickelson, 2001; Prince, 2001).  
The perception of stigma  
can decrease an individualâ€™s perception of the availability of support 
and decrease their willingness  
to seek support (Mickelson, 1996; Mickelson, 2001). Increased stigma can 
also decrease an  
individualâ€™s feeling of a sense of belonging in their community (Prince, 
2001).   
  
1.4.3. Severity of Psychological Distress and Stigma  
Generally, the current literature on the relationship between mental health 
disorders and  
stigma relates to individuals with severe mental illnesses, such as 
schizophrenia. The research that  
exists on the relationship between psychological distress and stigma is 
therefore limited (Kelly &  
Jorm, 2007). However, as mentioned earlier, the limited research that does 
exist suggests that  
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psychological distress is associated with a high degree of stigma (Fuller 
et al., 2000). Research  
indicates that individuals who are diagnosed with a psychological disorder 
often suffer  
psychologically distressing feelings that are caused by self stigma, as 
well as the anticipation and  
perception of rejection and discrimination by others as a response to the 
stigma associated with their  
disorder, also known as perceived stigma (Anderson, 1989; Sirey, Bruce, 
Alexopoulos, Perlick, Raue  
et al., 2001). Perceived stigma and self stigma can, therefore, negatively 
affect the way individuals  
with psychological distress respond to their own psychological problem 
(Holmes et al., 1999).   
Research suggests that as an individualâ€™s level of distress increases, 
their symptoms severity  
is exacerbated, and consequently, the stigma experienced increases (Pyne et 
al., 2004; Raguram,  
Weiss, Channabasavanna, & Devins, 1996).  Ragur am et al. (1996) examined 
the relationship  
between depression severity and stigma.  Eighty psychiatric outpatients 
from South India  
participated in the study by completing a test battery.  The results of the 
study showed a positive  
relationship between the severity of depressive symptoms and the 
individualsâ€™ scores on the stigma  
scale.  This suggests that greater levels of depression are experienced by 
individuals as more  
stigmatising.    
This positive relationship was also supported in a study by Pyne et al. who 
examined the  
relationship between depression severity and stigma.  The study consisted 
of 54 participants with  
depression and 50 participants without depression.  The results 
demonstrated that the most  
significant predictor of stigma is meeting the criteria for current major 
depression and the severity of  
the depression.  Depression severity, therefore, appears to be a strong 
predictor of stigma.  
In contrast, a more recent study by Jorm et al., (2000) examined a 
community sample of  
individuals with prevalent mental health symptoms and the effects of 
potential stigma. The results  
suggest that there was not a significant relationship between symptom 
severity and stigma.  
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Overall, the research tends to support the notion that as psychological 
distress increases, the  
severity of symptoms and stigma also increase (Pyne et al., 2004; Raguram 
et al., 1996).  The  
research in this area further suggests that as an individualâ€™s level of 
distress increases, the stigma  
experienced also increases, which consequently results in poor life 
satisfaction (Miller & Major,  
2000; Markowitz, 1998; Raguram et al., 1996). Stigma can, therefore, result 
in negative  
consequences, such as poor life satisfaction, for an individual with an 
existing psychological  
disorder (Miller & Major, 2000; Raguram et al., 1996).     
The relationship between stigma and life satisfaction was further 
demonstrated in a study by  
Markowitz (1998).  This study examined the relationships between stigma, 
psychological well- 
being, and life satisfaction among individuals with psychological 
disorders. The study consisted of  
longitudinal data from 610 individuals in self-help groups and from 
outpatient clinics. The results of  
the study indicated that stigma can produce adverse effects, such as poor 
life satisfaction, for  
individuals with depressive and anxiety type symptoms.    
Research into the relationship between the severity of psychological 
distress and stigma has  
offered three explanations for the link (Mickelson, 2001; Pyne et al., 
2004; Raguram et al., 1996).  
The first explanation offered by the literature is a positive relationship 
between psychological  
distress severity and the degree of stigma (Pyne et al., 2004; Raguram et 
al., 1996).  Individuals with  
more severe psychological distress experience more stigmatising events, 
such as negative acts and  
comments.  For example, individuals with more severe psychological distress 
may experience more  
social segregation and isolation than individuals with less severe 
psychological distress or no  
psychological distress (Pyne et al., 2004).    
The second explanation offered by the literature is a positive relationship 
between  
psychological distress severity and exaggerated perceptions of stigma.  As 
the level of distress  
increases there is an increase in the suffererâ€™s experience of actual 
prejudice, which, in turn, leads to  
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a heightened sensitivity to negative events and a distorted view of mildly 
threatening events. These  
distorted perceptions constitute an exaggerated perception of stigma (Pyne 
et al., 2004). Link (1987)  
had suggested something close to this when he proposed that individuals who 
develop psychological  
distress may devalue themselves because they believe that they now belong 
to a group that others  
view negatively. According to the cognitive behavioural model, this occurs 
because the cognitive  
distortions that are related to more severe symptoms may emphasise all-or-
nothing thinking and,  
therefore, result in greater perceived stigma (Pyne et al., 2004).    
Finally, the third explanation offered by the literature is a positive 
relationship between  
psychological distress severity and unpleasant behaviour of the sufferer, 
as a result of exaggerated  
perceptions of stigma.  Therefore, as the level of distress increases, the 
sufferer encounters more  
negative events, which leads to a greater sensitivity to the negative 
events, which ultimately results  
in more negative behaviour from the sufferer.  Link (1987) proposed that 
individuals with  
psychological distress may be particularly worried about how others will 
react to them and,  
therefore, they implement defences, such as resistance and defiance. These 
defences exacerbate the  
already negative reactions of others and can produce even tenser relations 
or isolation.    
In summary, the limited available literature appears to support a positive 
relationship  
between psychological distress severity and stigma.  This positive 
relationship suggests that as the  
severity of the psychological distress increases, stigma also increases 
(Mickelson, 2001; Pyne et al.,  
2004; Raguram et al., 1996).   
  
  
1.5. Summary and Current Study  
The prevalence of psychological distress, including depression and anxiety, 
are high among  
the female population (Australian Bureau of Statistics, 2001; Vos et al., 
2001).  Females who are  
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most affected and most at risk are those who are in the 18-54 year old age 
range. The literature  
regarding place of residence, however, is more inconsistent and at this 
stage it is unclear whether  
rural or urban females are more affected and more at risk (Australian 
Bureau of Statistics, 1997;  
George et al., 1986; Hauenstein et al., 2006; McLaren et al., 2001; Meadows 
et al., 2002; Rosenman,  
2002; Zimbelman, 1987). Research indicates that th e symptoms of 
psychological distress can be  
alleviated by seeking and receiving professional help from mental health 
professionals (Ciarrochi &  
Deane, 2001), but despite the effectiveness of seeking professional help, a 
significant percentage  
(32-46%) of females who experience psychological distress never seek or 
receive this help (Andrews  
& Slade, 2001; Australian Bureau of Statis tics, 1997; Bebbington et al., 
2000; McLennan, 1998). A  
review of the literature suggests that there are a number of variables that 
may affect the extent of  
professional help-seeking among these women (Sussman et al., 1987), 
including the level of  
psychological distress experienced, degree of human relatedness, and stigma 
(Ciarrochi & Deane,  
2001; Goodman et al., 1984; Mickelson, 2001). The evidence suggests that 
human relatedness will  
affect an individualâ€™s psychological distress and their likelihood of 
seeking help, and that stigma will  
affect human relatedness. The severity of psychological distress has been 
shown to influence the  
individualâ€™s perception of stigma, which in turn influences the 
individualâ€™s likelihood of seeking  
help.  These relationships between the variables are shown in the path 
model in Figure 1.   
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Figure 1. Postulated path model of the relationships involving sense of 
belonging, human relatedness, psychological  
distress severity, stigma and help-seeking.  
  
It appears that the extent of help-seeking among women may differ by age 
and place of  
residence. The literature suggests that, whilst the variables shown in 
Figure 1 may affect the extent  
of professional help-seeking among women in general, there may also be 
differences in the  
relationships between the variables when age and place of residence are 
taken into account. For  
example, as discussed previously (pp. 38-40) the relationship between 
stigma and help-seeking may  
be stronger for younger females compared with older females and this 
relationship may also be  
stronger for rural females compared with urban females. The differences 
among the other variables  
for age and place of residence, however, appear to have been relatively 
unexplored in the literature.  
As indicated in Chapter 1, it is important to examine whether help-seeking 
for psychological distress  
differs among females of different ages and different places of residence 
so that interventions to  
Severity of  
Psychological   
Distress   
Stigma  
Help Seeking  
Human  
Relatedness 
Sense of  
Belonging -  
Antecedent  
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improve help-seeking can be targeted appropriately (Jorm, 1994; Sirey, 
Bruce, Alexopoulos, Perlick,  
Friedman et al., 2001; Sundet & Mermelstein, 1987; Surgeonor, 1985).   
Although research has been conducted on the relationships between human 
relatedness,  
severity of psychological distress, stigma and help-seeking separately, no 
research has specifically  
investigated the links between all the latent constructs, as shown in 
Figure 1. As a result, the relative  
effect of the different predictors on a femaleâ€™s decision to seek 
professional help is unknown (Vogel  
et al., 2005).   The literature suggests that these constructs are inter-
related and, therefore, should be  
examined simultaneously (Vogel et al., 2005). It was therefore decided that 
the path model in Figure  
1 would be examined using structural equation modeling (SEM) technique. 
Structural equation  
modeling is a powerful multivariate analysis technique. The graphical 
representation of a structural  
model can be expressed as a path diagram.  The standard convention of a 
path diagram in SEM is to  
use circles or ovals to represent the latent variables (e.g., constructs), 
squares or rectangles to  
represent manifest or measured variables (e.g., questionnaires), and arrows 
to represent causal flow.  
Figure 2 shows the postulated SEM model tested in this study. The ovals in 
Figure 2 represent the  
latent variables and the rectangles represent the manifest or measured 
variables for each latent  
variable.  As shown, there are two to three measured variables for each 
latent variable. These are  
described in the Method.   
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Figure 2. Postulated SEM model showing the relationship for sense of 
belonging, human relatedness, severity of  
psychological distress, stigma, and help-seeking.    
  
1.5.1. Aims and Hypotheses   
The first aim of the study was to examine the path model depicted in Figure 
2, as a general  
model of help-seeking for females.  The second aim of the study was to 
examine the path model  
depicted in Figure 2, as a specific model of help-seeking for females of 
different ages.  The third aim  
of the study was to examine the path model depicted in Figure 2, as a 
specific model of help-seeking  
for females of different places of residence.    
It was hypothesised that there would be good fit for the proposed 
structural model for all  
females together. It was also hypothesised that the strength of the 
relationship between the paths in  
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Figure 2 would vary between females aged 18-25 years and those aged 26-54 
years.  Consistent with  
the literature (p. 38), it was hypothesised that the relationship between 
distress and stigma and the  
relationship between stigma and help-seeking would be stronger for younger 
females, compared  
with older females. It was further hypothesised that the strength of the 
relationship between the paths  
in Figure 2 would vary between females from rural and females from urban 
locations. Consistent  
with previous research (p.p. 39 to 40), it was hypothesised that the 
relationship between stigma and  
help-seeking would be stronger for rural females compared with urban 
females.    
  
Chapter 2:  Method  
2.1. Participants  
A convenience community sample of 516 females aged 18 to 54 years from 
rural and urban  
regions in Victoria, Australia, were recruited via telephone calls, 
snowball sampling, from shopping  
centres, supermarkets, shops, universities, groups (e.g., mothers groups) 
and clubs (e.g., sporting and  
community clubs). Participants were recruited if they resided in an urban 
location with an  
Accessibility/Remoteness Index of Australia (ARIA)  score of < 0.5 and if 
they resided in a rural  
location with an ARIA score of > 2.0.    
ARIA measures remoteness in relation to the accessibility to four 
categories of urban centres  
that comprise a minimum population of 5,000, as determined by the road 
distance (Commonwealth  
of Australia, 2004).  ARIA orders remoteness by five categories:  
1. Highly Accessible (ARIA 0 â€“ 1.84) â€“ comparatively unrestricted 
accessibility to an extensive  
array of goods and services and opportunity for social interaction.  
2. Accessible (ARIA > 1.84 â€“ 3.51) â€“ so me restrictions to the 
accessibility of goods, services, and  
opportunity for social interaction.  
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3. Moderately Accessible (ARIA > 3.51 â€“ 5.80) â€“ considerably restricted 
accessibility of goods,  
services, and opportunity for social interaction.  
4. Remote (ARIA > 5.80 â€“ 9.08) â€“ significantly rest ricted 
accessibility of goods, services, and  
opportunity for social interaction.  
5. Very Remote (ARIA > 9.08 â€“ 12) â€“ almost no accessibility of goods, 
services, and opportunity  
for social interaction.   
Urban participants were selected from the highly accessible category and, 
as a result of  
Victoria having no areas that are classified by ARIA as remote or very 
remote, most rural  
participants were from the accessible category and a few are from the 
moderately accessible  
category.   Therefore, participants included in the urban category were 
recruited predominantly from  
Ballarat, Geelong, and Melbourne and participants included in the rural 
category were recruited  
predominantly from Horsham, Stawell, Swan Hill, and Boort.  
Participation in the study was voluntary and informed consent of 
participation was given by  
participants reading the cover letter and then agreeing to participate by 
returning the completed  
questionnaire.    
The descriptive statistics for the demographic data for all participants 
are shown in Table 1.  
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Table 1  
Descriptive Statistics for Demographic Data  
Demographics    
N    
   
M  
   
SD  
  
Age      
          All participants 516 30.39 11.58   
          Young urban (18-25) 133 20.63 2.26   
          Older urban (26-54) 130 37.78 8.28   
          Young rural (18-25) 118 20.58 2.36   
          Older rural (26-54) 133 41.76 8.86   
Years of residence      
          Urban 263 9.84 10.09   
          Rural 251 14.18 11.61   
Number of children 516 1.09 1.47   
Number of grandchildren 516 0.16 0.75   
Prior Help-Seeking      
          Effectiveness    106 6.39 2.91   
          Satisfaction 106 6.49 3.08   
          Kmâ€™s Travelled 105 25.53 57.80   
Current Help-Seeking      
          Effectiveness    17 7.77 2.66   
          Satisfaction 17 7.47 2.64   
          Kmâ€™s Travelled 17 34.53 55.38   
  
As evident in Table 1, the sample included 516 female participants with a 
relatively equal  
distribution between the four groups.  The rural females had been at their 
place of residence longer  
than the urban females. The participants currently receiving psychological 
help rated this help as  
moderately to very effective and they were moderately to very satisfied 
with it.  To access this help,  
participants were travelling approximately 35 kilometres.  The participants 
who previously received  
psychological help rated this help as moderately to very effective and they 
were moderately to very  
satisfied with it. To access this previous help, participants travelled 
approximately 26 kilometres.  
The descriptive statistics for the remainder of the demographic data for 
all participants are  
shown in Table 2.  
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Table 2  
Descriptive Statistics for Demographic Data  
Demographics    
N  
   
%  
  
Participants 516 100   
Relationships     
          Married 191 37   
          Single 186 36   
          Defacto 70 13.6   
          Boyfriend/Partner 38 7.4   
          Divorced/Separated 27 5.2   
          Widowed 4 0.08   
Education level completed     
          Primary 2 0.04   
          Secondary 232 45   
          TAFE/Trade certificate 109 21.1   
          Undergraduate university degree 117 22.7   
          Postgraduate university degree 56 10.9   
Employment     
          Full-time 163 31.6   
          Part-time/Casual 251 48.6   
          Home duties 46 8.9   
          Workcover 1 0.2   
          Unemployed 28 5.4   
          Retired 3 0.6   
Household yearly income before tax     
          $5,000 - $10,000 76 14.7   
          $11,000 - $20,000 56 10.9   
          $21,000 - $30,000 78 15.1   
          $31,000 - $40,000 52 10.1   
          $41,000 - $50,000 70 13.6   
          $51,000+ 182 35.3   
Mental health diagnosis     
          Depression 51 9.9   
          Anxiety 12 2.3   
          Depression and Anxiety 10 1.9   
          Other  3 0.6   
Psychological help     
          Current 17 3.3   
          Prior 106 20.5   
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As evident in Table 2, the majority of females were either married or 
single. Almost half of the  
participants held a secondary school qualification as their highest level 
of education achieved.  Most  
of the females were employed on a part-time/casual basi s or full-time 
basis. One-third of participants  
earned over $51,000 per year.  
Almost 15% of the sample had a mental health diagnosis, with most having 
depression.  Of the  
sample, just over three percent were currently receiving psychological help 
and approximately a fifth  
of the sample had received psychological help in the past.    
The differences between the demographic data relating to mental health 
diagnoses and  
psychological help-seeking for younger and older females are shown in Table 
3.  
  
Table 3  
Differences in Mental Health Diagnoses and Current and Prior Psychological 
Help-Seeking by Age  
Group  
                   Younger                Older     
Demographics N % N % Ï‡2 df   
Mental health diagnosis     0.92 1   
          Yes 32 12.6 41 15.6     
          No 221 87.4 222 84.4     
Type of Diagnosis     2.46 3   
          Depression 22 68.8 29 65.9     
          Anxiety 5 15.6 7 15.9     
          Depression and   
          Anxiety  
5 15.6 5 11.4     
          Other  0 0 3 6.8     
Current Psychological Help     0.10 1   
          Yes 9 3.6 8 3.1     
          No 244 96.4 254 96.9     
Prior Psychological Help     0.83 1   
          Yes 48 19 58 22.2     
          No 205 81 203 77.8     
* p < .05   
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 As evident in Table 3, there were no significant differences between the 
younger and older  
participants in the prevalence of mental health diagnoses and the type of 
diagnoses.  Both age groups  
reported a higher prevalence of depression. There were no significant 
differences between the age  
groups for their levels of current and prior psychological help-seeking.    
The differences between younger and older females in relation to the 
demographic data relating  
to the effectiveness and satisfaction with current and prior psychological 
help-seeking are shown in  
Table 4.  
  
Table 4  
Differences in the Ratings of Effectiveness of and Satisfaction with 
Current and Prior Psychological  
Help-Seeking by Age Group  
 Younger Older    
Demographics N M SD N M SD t df  
Current Psychological Help          
         Effectiveness   9 8.22 2.81   8 7.25 2.54  0.75   15  
         Satisfaction   9 8.00 2.54   8 6.87 2.79  0.87   15  
Prior Psychological Help          
          Effectiveness 48 5.77 3.19 58 6.91 2.58 -2.02* 104  
          Satisfaction 48 6.07 3.25 58 6.84 2.91 -1.27 104  
 * p < .05  
  
As evident in Table 4, younger and older participants significantly 
differed in their reported  
effectiveness of prior psychological help, with older participants 
reporting higher rates of  
effectiveness. There was no significant difference, however, between 
younger and older females in  
their reported effectiveness of current psychological help, and their 
reported satisfaction with current  
and prior psychological help.  
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The differences between urban and rural females relating to frequencies of 
mental health  
diagnoses and psychological help-seeking are shown in Table 5.  
  
Table 5  
Differences in Mental Health Diagnoses and Current and Prior Psychological 
Help-Seeking in  
Relation to Place of Residence  
                        Urban              Rural    
Demographics  N % N % Ï‡2 df  
Mental health diagnosis     0.40 1  
          Yes   40 15.1 33 13.1    
          No 225 84.9 218 86.9    
Type of Diagnosis     4.51 3  
          Depression   26 63.4 25 71.4    
          Anxiety     5 12.2 7 20    
          Depression and       
          Anxiety  
    7 17.1 3 8.6    
          Other      3   7.3 0 0    
Current Psychological Help     0.14 1  
          Yes     8   3.0 9 3.6    
          No 257  97.0 241 96.4    
Prior Psychological Help     2.72 1  
          Yes  62 23.5 44 17.6    
          No 202 76.5 206 82.4    
* p < .05   
  
As evident in Table 5, there were no significant differences in the 
prevalence and type of mental  
health diagnoses between urban and rural participants.  The most frequent 
diagnosis for both place of  
residence groups was depression. There were no significant differences 
between the place of  
residence groups with regard to their current and prior psychological help-
seeking.    
The differences between urban and rural females in terms of their ratings 
of the effectiveness of  
and satisfaction with current and prior psychological help-seeking are 
shown in Table 6.  
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Table 6  
Differences in the Ratings of Effectiveness of and Satisfaction with 
Current and Prior Psychological  
Help-Seeking with Regard to Place of Residence  
           Urban            Rural    
Demographics N M SD N M SD t df   
Current Psychological Help           
         Effectiveness 8 6.44 3.21 9 8.94 1.29 -2.06 8.98   
         Satisfaction 8 6.19 3.13 9 8.61 1.50 -2.00 9.78   
Prior Psychological Help           
          Effectiveness 62 6.47 2.64 44 6.28 2.63 0.31 79.47   
          Satisfaction 62 6.77 2.63 44 6.10 3.62 1.04 73.86   
  
As evident in Table 6, there were no significant differences between urban 
and rural females  
in their reported effectiveness of current and prior psychological help, 
and their reported satisfaction  
with current and prior psychological help.  
  
  
2.2. Measures  
Each participant received a questionnaire package consisting of a cover 
letter, a  
demographics page, the Social Support Subscale of the Coping Resources 
Inventory (Hammer &  
Marting, 1988), the Sense of Belonging Instrument (SOBI) (Hagerty & 
Patusky, 1995),  the  
Depression and Anxiety Subscales of the Depression, Anxiety, Stress Scales 
(DASS) (Lovibond &  
Lovibond, 1995), the General Health Questionnaire (GHQ-12) (Goldberg, 
1992), the Stigma Scale  
for Receiving Psychological Help (SSRPH) (Komiya et al., 2000), the 
Devaluation-Discrimination  
Scale (Link, 1987), the Attitudes Toward Seeking Professional Psychological 
Help Scale (Fischer &  
Farina, 1995), the Attitude Toward Professional Mental Health Services 
Scale (Clansy, 1998) and  
the Intentions to Seek Professional Mental Health Services Scale (Clansy, 
1998).  The order of the  
questionnaires was counterbalanced to control for any order effects.  
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2.2.1. Cover Letter  
The cover letter (Appendix A) explained the nature of the research and what 
participants  
would be asked to do if they volunteered to participate.  The cover letter 
also listed the telephone  
numbers, of the researcher and a telephone counselling service, whom the 
participant could contact  
if they needed assistance.  
  
  
2.2.2. Demographics Questionnaire  
       The demographics section (Appendix B) of the questionnaire package 
asked participants to  
report their age, gender, relationship status, place of residence, length 
of residence, education level,  
employment, household income, and number of children and grandchildren.   
       Participants were also asked to report their experience with 
professional psychological help- 
seeking, including whether they were currently receiving professional 
psychological help, if they had  
previously received professional psychological help, how effective the help 
that they received was,  
how satisfied they were with the help they received, if the professional 
help they received had been  
in a rural location, and how many kilometres they had to travel to receive 
this professional help. The  
effectiveness and satisfaction of current and prior psychological help-
seeking was rated on a visual  
analogue scale from 0 to 10.  A score of 0 indicated that the help was not 
effective and they were  
unsatisfied with the help and a score of 10 indicated that it was very 
effective and they were very  
satisfied with the help.  
  
2.2.3. The Social Support Subscale of the Coping Resources Inventory 
(Hammer & Marting,  
1988).   
The Social Support Subscale (Appendix C) of the Coping Resources Inventory 
was used to  
measure human relatedness.  The Social Support Subscale is a 13-item self-
report questionnaire that  
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measures the extent to which the participant is involved in social networks 
that are able to provide  
support during times of stress.  It is a measure of an individualâ€™s 
perceived level of social support  
(Hammer & Marting, 1988).  An example of the type of questions asked is, 
â€œI am comfortable with  
the number of friends I haveâ€.  Each item is rated on a 4-point Likert 
scale, from 1 ( Never or rarely)  
to 4 (Always or almost always).  Two items (12 and 13) are reverse scored. 
Higher scores indicate a  
higher perceived level of social support (Hammer & Marting, 1988).  
The validity coefficient provided a convergent validity of .63 for the 
social support subscale  
when correlated with simple self-ratings of coping resources (Hammer & Ma 
rting, 1988).  Scores on  
the scale were found to correlate positively with the Myers Briggs type 
indicator continuous scores  
(Myers & McCaulley, 1985) and negatively with the Beck Depression Inventory 
scores (Beck,  
Ward, Mendelson, Mock, & Erbaugh, 1961) which indi cates that the 
discriminant validity is  
satisfactory (Hammer & Marting, 1988).  Cronbach â€™s alpha coefficient for 
the social support  
subscale is .79, which shows good internal consistency (Hammer & Marting, 
1988).  Cronbachâ€™s  
alpha coefficient for this sample was slightly higher at .85.  
  
2.2.4. The Sense of Belonging Instrument (SOBI) (Hagerty & Patusky, 1995).  
The Sense of Belonging Instrument (Appendix D) is a 33-item self-report 
questionnaire that  
measures an individualâ€™s sense of belonging (Hagerty & Patusky, 1995).  
The scale consists of two  
subscales: SOBI-P (psychological state) and SOBI-A (antecedents) (Hagerty & 
Patusky, 1995).    
The psychological state subscale was used to measure human relatedness.  
This subscale consists of  
18 questions and measures an individualâ€™s experience of feeling valued, 
needed or significant within  
their social environment and also assesses if they feel like they fit into 
the environment.  A sample  
question from the SOBI-P is, â€œI generally feel that  people accept meâ€.  
The antecedent subscale was  
used to measure the SOB-A latent construct.  This subscale consists of 15 
questions and measures  
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the individualâ€™s energy, interest and potential to develop a sense of 
belonging. A sample question  
from the SOBI-A is, â€œFitting in wi th people around me matters a great 
dealâ€.  All items are rated on  
a 4-point Likert scale from 1 (Strongly disagree) to 4 (Strongly agree). 
Twenty items (1, 2, 3, 5, 6, 7,  
8, 9, 10, 11, 12, 13, 14, 15, 16, 17, 18, 29, 32 and 33) are reverse 
scored. High scores indicate that an  
individual has a high sense of belonging (Hagerty & Patusky, 1995).    
The SOBI-P appears to be a valid and reliable measure with a test-retest 
reliability  
correlation of .84 over an eight week period, and an internal consistency 
co-efficient alpha of .93  
(Hagerty & Patusky, 1995).  The SOB I-A also appears to be a valid and 
reliable measure with a test- 
retest reliability correlation of .66 over an eight week period and an 
internal consistency alpha co- 
efficient of .72 (Hagerty & Patusky, 1995).  The cons truct validity of the 
scale has been supported by  
factor analysis and correlations with other measures, including loneliness 
and social support  
(Hagerty & Patusky, 1995). For this  sample, the SOBI-P appears reliable 
with a Cronbachâ€™s alpha  
coefficient of .95.  The SOBI-A also appears to be reliable for this sample 
with a Cronbachâ€™s alpha  
coefficient of .74.  The indicators of the latent SOBI-A construct were 
derived by randomly  
grouping the 15 items into two parcels, namely Parcel 1 Odd and Parcel 2 
Even. Even though the use  
of parcels in SEM is not without controversy, this method continues to be 
employed to develop  
indicators when only one measure is available (Bandalos & Finney, 2001; 
Little, Cunningham,  
Shahar, & Widaman, 2002).  
  
2.2.5. The Depression and Anxiety Subscales of the Depression, Anxiety, 
Stress Scales  
(DASS) (Lovibond & Lovibond, 1995).  
The Depression Subscale of the Depression, Anxiety, Stress Scale (Appendix 
E) was used to  
measure the severity of psychological distress. The Depression Subscale 
consists of 14 items that  
measure symptoms related to a depressed mood (e.g., hopelessness, lack of 
interest and involvement,  
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and anhedonia) (Antony, Bieling, Cox, Enns, & Swinson, 1998; Lovibond, 
1998; Lovibond &  
Lovibond, 1995). An example of the type of questions asked is, â€œI felt 
sad a nd depressedâ€.   Each  
item is rated on a 4-point Likert scale from 0 (Did not apply to me at all) 
to 3 (Applied to me very  
much or most of the time). High scores on this scale indicate that an 
individual has a high presence of  
depressive symptoms.  The depression scale appears to be a reliable measure 
with a very high  
internal reliability ranging from .91 to .97 (Antony et al., 1998; Brown, 
Chorpita, Korotitsch, &  
Barlow, 1997; Lovibond & Lovibond 1995) and an ade quate test-retest 
reliability over a 2-week  
period of .71 (Brown et al., 1997). Cronbachâ€™s alpha coefficient for this 
sample was .96, which  
shows good internal consistency.   
 The Anxiety subscale (Appendix E) also consists of 14 items and measures 
symptoms that  
reflect physical arousal, panic attacks, and fear (e.g., autonomic arousal) 
(Antony et al., 1998;  
Lovibond, 1998; Lovibond & Lovibond, 1995). An example of the type of 
questions asked is, â€œI  
perspired noticeably (e.g., hands sweaty) in the absence of high 
temperatures or physical exertionâ€.    
Each item is rated on a 4-point Likert scale from 0 (did not apply to me at 
all) to 3 (applied to me  
very much or most of the time). High scores on this scale indicate that an 
individual has higher  
feelings of anxiety.  The anxiety scale appears to be a reliable measure 
with high internal reliability  
ranging from .84 to .92 (Antony et al., 1998; Brown et al., 1997; Lovibond 
& Lovibond, 1995) and  
an adequate test-retest reliability over a 2-week period of .79 (Brown et 
al., 1997).  Cronbachâ€™s alpha  
coefficient for this sample was .93, which also shows good internal 
consistency.  
Overall, the DASS has been shown to be a reliable measure in both non-
clinical and clinical  
samples (Brown et al., 1997; Lovibond, 1998; Lovibond & Lovibond, 1995).  
Factor analyses have  
consistently demonstrated that three factors, corresponding to the 
Depression, Anxiety, and Stress  
items are apparent.  These three factors have been shown to account for 
between 41% and 60% of  
the variance of ratings (Antony et al., 1998; Brown et al., 1997; Lovibond 
& Lovibond, 1995).  In  
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addition, analyses have confirmed that distinctive differences are evident 
between the subscales of  
depression (e.g., low positive affect) and anxiety (e.g., physical 
hyperarousal).  The DASS,  
therefore, seems to differentiate these two mental health disorders better 
than other popular measures  
such as the Beck Depression Inventory, Beck Anxiety Inventory, and the 
State-Trait Anxiety  
Inventory (Antony et al., 1998).  The DASS has also demonstrated excellent 
convergent and  
discriminant validity with other instruments, such as the BDI and the BAI 
(Lovibond, 1998;  
Lovibond & Lovibond, 1995).  The DASS, therefore, app ears to be both a 
reliable and valid measure  
(Antony et al., 1998).  
  
2.2.6. The General Health Questionnaire (GHQ-12) (Goldberg, 1992).     
The General Health Questionnaire (Appendix F) was used to measure the 
severity of  
psychological distress.  The GHQ-12 is a 12-item self-report questionnaire 
which measures an  
individualâ€™s level of psychological distress over the previous few weeks 
(Goldberg, 1992).  An  
example of the type of questions asked is, â€œHave you recently been able 
to face up to your  
problems?â€ (Goldberg, 1992).  Each item is rate d by the GHQ method which 
is a dichotomous scale  
with the first two columns being scored 0 and the second two columns being 
scored 1. A high  
threshold score of 4/5 on this scale indicates a high level of 
psychological distress.      
The GHQ appears to be a valid and reliable measure with a test-retest 
reliability correlation  
of .72 to .90 over a six-month period and an internal consistency co-
efficient alpha of .88 to .91  
(Goldberg, 1992).  The construct validity of the scale has also been 
established (Goldberg, 1992).  
Cronbachâ€™s alpha coefficient for this sample was .85, which shows good 
internal consistency.  
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2.2.7. The Stigma Scale for Receiving Psychological Help (SSRPH) (Komiya et 
al., 2000).  
The Stigma Scale for Receiving Psychological Help (Appendix G) was used to 
measure  
stigma.  The SSRPH is a 5-item self-report questionnaire which measures an 
individualâ€™s perception  
of how stigmatising it is to receive psychological treatment (Komiya et 
al., 2000).  An example of  
the type of questions asked is, â€œSeeing a psyc hologist for emotional or 
interpersonal problems  
carries social stigmaâ€ (Komiya et al., 2000).   Ea ch item is rated on a 
4-point Likert scale from 0  
(Strongly disagree) to 3 (Strongly agree).  A high score on this scale 
indicates a greater perception of  
stigma associated with receiving psychological treatment (Komiya et al., 
2000).   
The scale appears to be a psychometrically sound measure with the construct 
validity being  
supported by a negative correlation with the Attitudes Toward Seeking 
Professional Psychological  
Help: Short Form (Komiya et al., 2000).  This indicates that individuals 
are more likely to seek  
psychological help when they perceive there to be less social stigma 
attached to the act (Komiya et  
al., 2000). The measure also appears sound with a Cronbachâ€™s internal 
reliability of .72 (Komiya et  
al., 2000). Cronbachâ€™s alpha coefficient for this sample was .81, which 
shows good internal  
consistency.   
  
2.2.8. The Devaluation-Discrimination Scale (Link, 1987).  
The Devaluation-Discrimination Scale (Appendix H) was also used to measure 
stigma.  The  
Devaluation-Discrimination Scale is a 12-item self-report questionnaire 
which measures stigma by  
assessing the degree to which an individual believes the majority of people 
will devalue or  
discriminate against a former psychiatric patient (Link, 1987). An example 
of the type of statements  
that respondents are asked to rate is, â€œMost people feel that entering a 
psychiatric hospital is a sign  
of personal failureâ€.  Each statement is rated on a 6-point Likert scale 
from 1 (Strongly disagree) to  
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6 (Strongly agree). Six items (5, 6, 7, 9, 11 and 12) are reverse scored. A 
high score on this scale  
indicates a high degree of stigma (Link, 1987). The scale appears to be a 
psychometrically sound  
with a reliability coefficient of .78 (Link, 1987). Cronbachâ€™s alpha 
coefficient for this sample was  
.85.  
  
2.2.9. The Attitudes Toward Seeking Professional Psychological Help Scale 
(ATSPPHS)  
(Fischer & Farina, 1995).  
The Attitudes Toward Seeking Professional Psychological Help (Appendix I) 
was used to  
measure help-seeking. The ATSPPHS  is a 10-item self-report questionnaire 
which measures an  
individualâ€™s attitudes toward traditional psychological and counselling 
services (Fischer & Farina,  
1995).  An example of the type of questions asked is, â€œI would want to 
get psychological help if I  
were worried or upset for a long period of timeâ€ (Fischer & Farina, 
1995).   Each item is rated on a  
4-point Likert scale, from 1 (Disagree) to 4 (Agree). Five items (2, 4, 8, 
9 and 10) are reverse scored.  
A high score on this scale indicates positive attitudes toward seeking 
professional psychological help  
(Fischer & Farina, 1995).   
The scale appears to be a valid and reliable measure with a Cronbachâ€™s 
internal reliability of  
.84 (Fischer & Farina, 1995).  The measure also appears sound with a test-
retest reliability  
correlation of .80 over a four week period (Fischer & Farina, 1995).  
Cronbachâ€™s alpha coefficient  
for this sample was .78.  
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2.2.10. The Attitude Toward Professional Mental Health Services Scale 
(ATPMHSS) (Clansy,  
1998).  
The Attitude Toward Professional Mental Health Services Scale (Appendix J) 
was used to  
measure help-seeking.  The ATPMHSS is a 15-item self-report questionnaire 
which measures an  
individualâ€™s attitude toward professional mental health services (Clansy, 
1998).  An example of the  
type of questions asked is, â€œIf I had problems with anger, professional 
mental health services would  
beâ€¦.â€ (Clansy, 1998).   Each item is rate d on a 7-point Likert scale 
from 1 (Not at all helpful) to 7  
(Extremely helpful).  A high score on this scale indicates a positive 
attitude toward professional  
mental health services (Clansy, 1998). The scale appears to be a 
psychometrically sound measure  
with a reliability coefficient of .96 (Clansy, 1998).  Cronbachâ€™s alpha 
coefficient for this sample was  
.95, which shows good internal consistency.  
  
2.2.11. The Intentions to Seek Professional Mental Health Services Scale 
(ITSPMHSS)  
(Clansy, 1998).  
The Intentions to Seek Professional Mental Health Services (Appendix K) was 
used to  
measure help-seeking.  The ITSPMHSS is a 15-item self-report questionnaire 
which measures an  
individualâ€™s intentions to seek professional mental health services from 
a mental health professional  
(Clansy, 1998).  An example of the type of questions asked includes, â€œI 
would seek professional  
mental health services if I have significant levels of stressâ€ (Clansy, 
1998).   Each item is rated on a  
7-point Likert scale from 1 (Not at all likely) to 7 (Extremely likely).  A 
high score on this scale  
indicates positive intentions to seek professional mental health services 
(Clansy, 1998). The scale  
appears to be a psychometrically sound measure with a reliability 
coefficient of .95 (Clansy, 1998).   
Cronbachâ€™s alpha coefficient for this sample was .94.  
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2.3. Procedure  
Initially ethics approval was sought from the Human Research Ethics 
Committee of the  
University of Ballarat.  After receiving approval for the research, 
questionnaire packages were  
distributed to participants in both urban and rural areas in Victoria.  The 
questionnaire packages  
were distributed by mail, as a result of telephone calls, or by hand in 
shopping centres, supermarkets,  
shops, universities, support groups (e.g., motherâ€™s groups), and clubs 
(e.g., sporting clubs). On each  
occasion permission was sought from the managers of these organisations 
prior to handing out the  
questionnaires.   
Potential participants were approached by telephone or in person and asked 
to complete a  
questionnaire package. The researcher briefly explained the nature of the 
study and then gave those  
approached the option to participate.   If they chose not to participate in 
the study they were thanked  
for their time.   
Participants who were contacted by telephone were randomly selected from a 
telephone  
directory covering the known moderately accessible ARIA districts in 
Victoria, Australia.   
Randomly selected telephone numbers were called, and the researcher 
ascertained whether there was  
a female between the ages of 18-54 years living in the household.  The 
researcher explained the  
study to the potential participant and asked if she was willing to complete 
a questionnaire.  If she  
was willing to participate, she was asked for her address and informed that 
she would receive a  
package in the mail including the questionnaires and a reply paid envelope 
in which to return the  
questionnaire.    
Participants who were approached in person were given the option of filling 
out the  
questionnaire on site or taking a questionnaire to complete later.  If the 
participants completed the  
questionnaires on site they were first asked to read the cover letter.  
After participants had completed  
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the questionnaires they were asked to place it in the box located next to 
the researcher.   The  
researcher was supervising the entire process and, when necessary, assisted 
any participants.  If the  
participants chose to take the questionnaires with them to complete later 
they were given a reply paid  
envelope in which to return the questionnaire.   
All participants were informed before beginning the questionnaires (through 
the cover letter)  
that if they wished to stop answering the questionnaire at any stage they 
were free to do so, or they  
could leave any questions that they did not wish to answer.  In total, 1000 
questionnaires were  
distributed to female participants. The final sample was 516 females, 
giving a return rate of 51.6%.  
  
 2.4. Statistical Analyses  
 LISREL 8.54 (JoreskÃ¶g & SorbÃ¶m, 1996) was us ed to perform all SEM 
analyses. All  
SEM analyses used the maximum likelihood estimation method with the 
variance-covariance matrix.  
The minimum fit function, chi-square (Ï‡2), was utilised for all models 
tested as the index of  
statistical fit. This index of statistical fit demonstrates the closeness 
of fit between the unconstrained  
sample covariance matrix and the constrained (hypothesised model) 
covariance matrix. As a rule, a  
significant Ï‡2 value indicates a poor fit. However, as Ï‡2 values are 
influenced largely by sample size,  
any model with a large sample size is likely to be rejected.  
The decision to accept or reject a model, therefore, in general should not 
be based merely on  
statistical grounds, but should also take into account substantive, 
theoretical, conceptual and  
practical considerations. Practical fit indices are, therefore, also used 
to determine model fit. The  
practical indices used in this study include the Root Mean Square Error of 
Approximation  
(RMSEA), the Comparative Fit Index (CFI), and the Goodness of Fit Index 
(GFI). The RMSEA  
offers a measure of model fit relative to the population covariance matrix 
when the complexity of the  
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model is also accounted for. According to the guidelines proposed by Hu and 
Bentler (1999),  
RMSEA values less than .06 suggest a good fit, values between .06 and .08 
suggest a moderate fit,  
values between .08 and .10 suggest a marginally good fit, and values 
greater than .10 suggest a poor  
fit.  The CFI offers a measure of the fit of the hypothesised model 
relative to the independent model,  
with values ranging from 0.00 to 1.00. Hu and Bentler (1999) suggest that 
CFI values between .90  
and .95 indicate acceptable fit, with values greater than .95 suggesting 
good fit.  The GFI represents  
the overall degree of fit, not adjusted for the degrees of freedom, with 
values ranging from 0.00 to  
1.00. GFI values of .90 and higher indicate good fitting models (Hu & 
Bentler, 1999).  Despite  
recent studies (e.g., Marsh, Hau, & Wen, 2004; Yua n, 2005) raising some 
concerns about the  
guidelines proposed by Hu and Bentler, they have generally supported their 
use in model evaluation.   
The authors have, however, cautioned against using these guidelines as 
golden rules.  Whilst the Hu  
and Bentler guidelines may be considered too stringent by some, (Marsh et 
al., 2004), they were  
used in the current study to evaluate model fit so as to circumvent the 
likelihood of a Type 1 error.   
Therefore, in the current study model fit was evaluated by chi-square 
(Ï‡2), RMSEA, CFI, and GFI  
values.  
The measurement and structural invariance of the SEM model, across the two 
age groups,  
and the two place of residence groups was explored using the method 
recommended by Byrne  
(1998). The method entails computing no less than two models with SEM 
multi-group analysis. The  
first of these models, otherwise known as the unconstrained model (Model 
1), entails specifying the  
hypothesised models in both groups so that all hypothesised parameters are 
free to assume any value.  
In the second model, otherwise known as the constrained model (Model 2), 
the factor loadings in the  
measurement model and the path coefficients for the structural model of the 
hypothesised model for  
one of the two groups are specified so that the parameters are free to 
assume any value, while in the  
second group, these parameters are constrained identical to the first 
model.   
Professional Help-Seeking Among Women   74 
At the statistical level, the test for group invariance entails the 
comparison of the Ï‡2 values  
across these two models. A non-significant difference in Ï‡2 suggests group 
invariance for both the  
measurement and structural models. A significant difference in Ï‡2, value, 
however, suggests group  
non-invariance and therefore further exploration is required.  One approach 
that can be used to find  
the non-invariant parameters is to examine the modification indices, along 
with the associated  
expected parameter change statistics.  Large modification indices are 
therefore identified, and the  
path involving this parameter is released rather than constrained in the 
third model.  The Ï‡2 value of  
this revised model is then compared to the original model (Model 1).  A 
non-significant difference in  
Ï‡2 suggests that all but the freely estimated parameter are invariant 
across the groups. If needed this  
process can be continued until all non-invariant parameters are identified 
(Byrne, 1998). In general,  
when there is non-invariance, the sources of the non-invariance for the 
structural parameters are  
examined first, followed by the measurement parameters. In both cases, the 
modification indices are  
used to determine which parameters are to be freely estimated across the 
groups. This is done  
progressively, with one parameter at a time.   
  
Chapter 3: Results  
3.1. Initial Analysis  
  
 3.1.1. Data Screening    
On initial screening, missing values were evident on some of the 
psychological measures.   
The missing data were replaced using the Expectation Maximisation (EM) 
algorithm, which is the  
preferred method for SEM (Little & Rubin, 1987; U llman, 2006).  Research 
has demonstrated that  
EM is the preferred approach because it produces less bias in reliability 
estimates, it significantly  
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reduces cross-sample fluctuation of estimates, and it produces narrower 
confidence intervals (Choi,  
Golder, Gilimore, & Morrison, 2005; Enders, 2004).   
  
 3.1.2. Counterbalancing  
Questionnaire packages were counterbalanced using twenty different 
versions.  A  
multivariate analysis of variance was performed to test for significant 
order effects on the dependent  
measures. This was achieved by conducting a Single Factor Between Subjects 
MANOVA. Results  
indicated that the order of the questionnaires did not influence the 
dependent variables, Wilksâ€™ Î›  
=.57, F (252, 5086) = 1.11, p > .05, partial Î·Â² = .05.    
  
  
3.2. Model for all Participants  
  
  
3.2.1. Descriptives for all Participants   
The mean scores, standard deviations, skew and kurtosis measures for all 
participants are  
shown in Table 7. The skewness and kurtosis values ranged from â€“0.97 to 
2.41, and â€“0.40 to 6.48,  
respectively. Despite, the analyses suggesting that the distribution of the 
data departed slightly from  
normality, the skew and kurtosis values were still within reasonable bounds 
(Curran, West, & Finch,  
1996). With large sample sizes even such small departures from normality 
would be significant  
(Field, 2000), but inspection of the distributions confirmed the view that 
these departures of  
normality were not of concern. The Cronbachâ€™s alpha values for all 
measures ranged from  
moderately high to high levels, indicating good internal consistency.    
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Table 7  
Descriptive Information for all Participants (n =516) for All Measures in 
the Study  
Latent Construct and Measure         Î±               Mean                 
SD           Skew               Kurtosis  
Human Relatedness  
  
 1. Social Support .85 42.01 5.94 -0.54 0.25  
 2. SOB-P .95 59.73 9.99 -0.97 0.95  
Psychological Distress Severity  
  
 3. Emotional Distress .85 2.30 2.87 1.43 1.50  
 4. Depression .96 5.97 8.05 2.13 4.78  
 5. Anxiety .93 4.72 6.68 2.41 6.48  
Stigma  
  
 5. Stigma Measure 1 .81 5.46 2.85 0.47 0.74  
 6. Stigma Measure 2 .85 44.38 9.23 0.04 0.31  
Help-Seeking  
  
 7. Attitudes Measure 1 .78 19.65 5.16 -0.51 0.47  
 8. Attitudes Measure 2 .95 63.21 17.91 -0.20 0.06  
 9. Intentions .94 55.70 19.01 0.01 -0.40  
Sense of Belonging â€“ Antecedent (SOB-A)  
  
10. Parcel 1  .71 24.12 3.28 -0.48 1.66  
11. Parcel 2  .68 21.55 2.82 -0.23 1.27  
Note.  Î± = Cronbachâ€™s alpha, SD = Standard Deviation.  
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3.2.2. Testing the Applicability of the SEM Model for All Participants   
  
Table 8 shows the covariance matrix for all the observed measures for all 
participants.   
  
Table 8   
Covariance Matrix for all (n =516) Participants  
Measure 1 2 3 4 5 6 7 8 9 10 11 12  
1. SSa 35.30             
2. SOB-Pb 37.95 99.75            
3. EDc -3.98 -11.22 8.22           
4. D d -17.06 -46.93 15.01 64.75          
5. Ae -10.61 -29.37 10.69 41.29 44.58         
6. SMI f   -4.10 -8.33 1.18 6.45 3.96 8.12        
7. SM2 g -7.40 -12.84 3.05 9.72 4.11 8.46 85.20       
8. AMI h 6.07 10.06 -0.82 -4.85 -1.67 -4.83 -0.19 26.63      
9. AM2 i  16.59 7.38 1.87 7.10 14.55 -8.72 -2.21 49.10 320.84     
10. I j 14.40 12.79 1.57 4.45 15.98 -7.24 -10.79 48.54 255.26 361.40    
11. SOB-A-Ok 7.97 11.08 -0.39 -3.21 -0.68 -1.38 -2.53 2.88 8.98 9.18 10.75   
12. SOB-A-E l 6.97 10.82 -0.79 -3.40 -1.47 -1.44 -3.81 2.62 7.10 9.23 7.30 
7.93  
l a = Social Support, b = Sense of Belonging â€“ Psychological, c = 
Emotional Distress, d = Depression, e = Anxiety, f =    Stigma  
Measure 1, g = Stigma Measure 2, h = Attitudes Measure 1, i = Attitudes 
Measure 2, j = Intentions, k = Sense of Belonging â€“  
Antecedent - Odd, l = Sense of Belonging -Antecedent - Even.  
  
The fit indices for the SEM analysis for the hypothesised model (A1), as 
specified in Figure  
2, were as follows: Ï‡2 (df = 47) = 178.66, RMSEA = .075 (90% CI for RMSEA 
= .064 - .087), CFI =  
.96, and GFI = .94. The chi square value was significant at p = .05. 
Despite, the significant chi square  
value (indicating the model is a poor fit), it is also important to examine 
the practical fit indices,  
because, as indicated earlier, chi square values are influenced by sample 
size, and any model with a  
large sample size is likely to be rejected.  Therefore, for this model, the 
RMSEA value indicates  
moderate fit, the CFI indicates acceptable fit and the GFI indicates good 
fit. These values therefore  
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indicate that this is an adequate help-seeking model for females.  
Figure 3 shows the standardised factor loadings and the standardised latent 
path estimates for  
Model A1. All factor loadings for the measurement model were significant at 
p = .05. The square of  
the loading or R2 values for an indicator can be taken as the amount of 
variance in it that can be  
explained by the latent factor. Although this is not shown (but can be 
easily computed from Figure  
2), the R2 values for the variables were generally small to moderate. Thus 
the measured variables  
were generally good indicators of their respective latent constructs.  
Structural equation modelling allows examination of both the direct and 
indirect effects  
within the structural model.  Direct effects are represented within the 
structural model by single  
straight arrows from one variable to another.  The model demonstrates a 
number of significant direct  
effects.  As shown in Figure 3, the latent constructs sense of belonging-
antecedent and stigma  
directly and significantly predicted human relatedness. Sense of belonging-
antecedent and stigma  
accounted for 25% of the variance in human relatedness. The latent 
construct human relatedness  
directly and significantly predicted psychological distress severity.  
Human relatedness accounted  
for 38% of the variance in psychological distress severity.  The latent 
construct psychological  
distress severity directly and significantly predicted stigma.  
Psychological distress severity  
accounted for 9% of the variance in stigma.  Of the three latent constructs 
hypothesised to directly  
predict help-seeking, all showed statistically significant predictions. 
Human relatedness,  
psychological distress severity and stigma accounted for 8% of the variance 
in help-seeking.   
Direct and mediation effects are also demonstrated in Figure 3. Initially, 
the predictors and  
the dependent variables are examined to determine if they are related.  
Mediation is then established  
by investigating if the mediator also predicts the dependent variable and 
if its inclusion in the model  
reduces the effect of the predictor on the dependent variable.  Full 
mediation occurs when there is a  
significant reduction in the direct relationship between the predictor and 
dependent variables, after  
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the mediator is included in this model.  Full mediation indicates that the 
mediator explains all the  
relationship between the predictor and dependent variables. Partial 
mediation occurs when the direct  
effects of the predictor on the dependent variable are diminished but not 
eradicated by the  
intervening or mediator variable.  The predictor, therefore, maintains a 
relationship with the  
dependent variable, even after controlling for the mediator (Baron & Kenny, 
1986). As shown in  
Figure 3, sense of belonging â€“ antecedent indirectly and significantly 
predicted help-seeking.  It is  
evident that, sense of belonging â€“antecedent predicted human relatedness, 
which in turn predicted  
psychological distress severity, and this variable predicted stigma, which 
in turn predicted help- 
seeking. Examination of the LISREL output for total and indirect 
coefficients for the effect of sense  
of belonging â€“ antecedent on help-seeking were .12 and .14, respectively. 
Thus the coefficient for  
direct effect was low at -.02 (.12 â€“ .14). This can be taken as 
indication of full mediation by the  
mediating variables for the relation between sense of belonging â€“ 
antecedent and help-seeking.   
Human relatedness, whilst directly predicting help-seeking, also indirectly 
and significantly  
predicted help-seeking through psychological distress severity and stigma. 
Thus the relationship  
between human relatedness and help-seeking was partially mediated by 
psychological distress  
severity and stigma. Psychological distress severity, whilst directly 
predicting help-seeking, also  
indirectly and significantly predicted help-seeking.  This indicates that 
stigma partially mediates the  
relationship between psychological distress severity and help-seeking.   
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                                                 * p < .05  ** p < .01  *** 
p < .001   
Figure 3. The postulated SEM model showing the loadings and path 
coefficients.   
  
This general model, therefore, appears to be a good model that suits all 
female participants.    
  
  
  
  
  
  
Severity of  
Psychological   
Distress   
Stigma  
Help Seeking  
Sense of  
Belonging -  
Psychological  
Depression  
Perceived Stigma  
Measure 1  
Perceived Stigma 
Measure 2  
Attitudes  
Measure 1  
Intentions  
Anxiety  
Human  
Relatedness 
Emotional   
Distress  
Attitudes  
Measure 2  
Social Support  
  
Parcel 1 - Odd  
   
Parcel 2 - Even  
Sense of  
Belonging -  
Antecedent  
.84 .94***  
.69  
.93*** .67 
.97*** 
.79*** 
.94  
.43***  
.17** 
.22**  
-0.16*  
-0.59*** 
.22*** 
-0.23* 
-.60 .89*** .83***  
.34***  
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3.3. Model for Females of Different Ages  
  
  
3.3.1. Descriptives for Age   
The mean scores, standard deviations, skew and kurtosis measures for 
younger females (18- 
25 years old) and older females (26-54 years old), and the results of the 
t-test for age differences for  
these scores are shown in Table 9.  As the use of separate univariate t-
tests can result in an inflated  
Type 1 error a more stringent alpha value of 99.9% was applied.  For the 
younger females, the  
skewness and kurtosis values ranged from â€“0.86 to 1.89, and â€“0.35 to 
3.41, respectively. For the  
older females, the skewness and kurtosis values ranged from â€“0.83 to 
3.31, and â€“0.47 to 14.37,  
respectively. Despite, the analyses suggesting that the distribution of the 
data departed slightly from  
normality, the skew and kurtosis values were still within reasonable bounds 
(Curran, West, & Finch,  
1996). With large sample sizes even such small departures from normality 
would be significant  
(Field, 2000) but inspection of the distributions confirmed the view that 
these departures of  
normality were not of concern. The Cronbachâ€™s alpha values for all 
measures ranged from  
moderately high to high levels.    
As shown, the older participantsâ€™ scores were significantly higher for 
Attitudes Measure 1,  
compared with younger participants scores.  In contrast, younger 
participantsâ€™ scores were  
significantly higher for Depression, and Anxiety, compared with older 
participantsâ€™ scores.   
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Table 9    
Descriptive Information for Younger and Older (n =516) for all Measures in 
the Study  
 Younger (n = 253) Older (n = 263) t  
Latent Construct and  
Measure  
       Î±  Mean    SD   Skew Kurtosis        Î± Mean     SD Skew  Kurtosis 
( df=5 1 4 )  
Human Relatedness  
 1. Social Support .86 41.89 6.09 -0.50 0.12 .85 42.12 5.81 -0.58 0.41  -
0.45           
 2. SOB-P .95 58.46 10.35 -0.86 0.64 .95 60.95 9.48 -1.08 1.40 - 2 . 8 6 * 
*  
Psychological Distress Severity  
 3. Emotional  
Distress  
.84 2.68 2.92 1.27 1.14 .87 1.94 2.77 1.65 2.14 2 . 9 3 * *  
 4. Depression .95 7.28 8.53 1.71 2.65 .96 4.73 7.36 2.76 8.91 3 . 6 0 * * 
*  
 5. Anxiety .93 6.09 7.54 1.89 3.41 .91 3.40 5.42 3.31 14.37 4 . 6 3 * * *  
Perceived Stigma  
 5. Perceived Stigma  
Measure 1  
.77 5.15 2.65 0.50 1.08 .83 5.73 3.01 0.39 0.48 - 2 . 2 9 *  
 6. Perceived Stigma  
Measure 2  
.84 43.81 8.85 -0.06 0.24 .86 44.93 9.56 0.08 0.31 - 1 . 3 7  
Help-Seeking  
 7. Attitudes  
Measure 1  
.74 18.88 4.77 -0.21 -0.01 .81 20.40 5.41 -0.83 1.10 - 3 . 3 7 * * *  
 8. Attitudes  
Measure 2  
.93 64.01 16.32 -0.18 0.02 .95 62.43 19.32 -0.17 -0.04 1 . 0 0  
 9. Intentions .93 55.93 17.90 -0.05 -0.35 .94 55.48 20.06 0.05 -0.47 0 . 2 
7  
Sense of Belonging â€“ Antecedent (SOB-A)  
10. Parcel 1 - Odd .68 24.20 3.21 -0.51 0.90 .74 24.05 3.35 -0.44 2.31 0 . 
5 3  
11. Parcel 2 - Even .63 21.66 2.69 -0.41 0.97 .73 21.45 2.93 -0.08 1.51 0 . 
8 4  
Note.  Î± = Cronbachâ€™s alpha, SD = Standard Deviation.  
  
* p < .05, ** p < .01, *** p < .001  
 Younger (n = 253) Older (n = 263) t  
Latent Construct and  
Measure  
       Î±  Mean    SD   Skew Kurtosis        Î± Mean     SD Skew  Kurtosis 
( df=5 1 4 )  
Human Relatedness  
 1. Social Support .86 41.89 6.09 -0.50 0.12 .85 42.12 5.81 -0.58 0.41  -
0.45           
 2. SOB-P .95 58.46 10.35 -0.86 0.64 .95 60.95 9.48 -1.08 1.40 - 2 . 8 6 * 
*  
Psychological Distress Severity  
 3. Emotional  
Distress  
.84 2.68 2.92 1.27 1.14 .87 1.94 2.77 1.65 2.14 2 . 9 3 * *  
 4. Depression .95 7.28 8.53 1.71 2.65 .96 4.73 7.36 2.76 8.91 3 . 6 0 * * 
*  
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 5. Anxiety .93 6.09 7.54 1.89 3.41 .91 3.40 5.42 3.31 14.37 4 . 6 3 * * *  
Perceived Stigma  
 5. Perceived Stigma  
Measure 1  
.77 5.15 2.65 0.50 1.08 .83 5.73 3.01 0.39 0.48 - 2 . 2 9 *  
 6. Perceived Stigma  
Measure 2  
.84 43.81 8.85 -0.06 0.24 .86 44.93 9.56 0.08 0.31 - 1 . 3 7  
Help-Seeking  
 7. Attitudes  
Measure 1  
.74 18.88 4.77 -0.21 -0.01 .81 20.40 5.41 -0.83 1.10 - 3 . 3 7 * * *  
 8. Attitudes  
Measure 2  
.93 64.01 16.32 -0.18 0.02 .95 62.43 19.32 -0.17 -0.04 1 . 0 0  
 9. Intentions .93 55.93 17.90 -0.05 -0.35 .94 55.48 20.06 0.05 -0.47 0 . 2 
7  
Sense of Belonging â€“ Antecedent (SOB-A)  
10. Parcel 1 - Odd .68 24.20 3.21 -0.51 0.90 .74 24.05 3.35 -0.44 2.31 0 . 
5 3  
11. Parcel 2 - Even .63 21.66 2.69 -0.41 0.97 .73 21.45 2.93 -0.08 1.51 0 . 
8 4  
Note.  Î± = Cronbachâ€™s alpha, SD = Standard Deviation.  
  
* p < .05, ** p < .01, *** p < .001  
 Younger (n = 253) Older (n = 263) t  
Latent Construct and  
Measure  
       Î±  Mean    SD   Skew Kurtosis        Î± Mean     SD Skew  Kurtosis 
( df=5 1 4 )  
Human Relatedness  
 1. Social Support .86 41.89 6.09 -0.50 0.12 .85 42.12 5.81 -0.58 0.41  -
0.45           
 2. SOB-P .95 58.46 10.35 -0.86 0.64 .95 60.95 9.48 -1.08 1.40 - 2 . 8 6 * 
*  
Psychological Distress Severity  
 3. Emotional  
Distress  
.84 2.68 2.92 1.27 1.14 .87 1.94 2.77 1.65 2.14 2 . 9 3 * *  
 4. Depression .95 7.28 8.53 1.71 2.65 .96 4.73 7.36 2.76 8.91 3 . 6 0 * * 
*  
 5. Anxiety .93 6.09 7.54 1.89 3.41 .91 3.40 5.42 3.31 14.37 4 . 6 3 * * *  
Perceived Stigma  
 5. Perceived Stigma  
Measure 1  
.77 5.15 2.65 0.50 1.08 .83 5.73 3.01 0.39 0.48 - 2 . 2 9 *  
 6. Perceived Stigma  
Measure 2  
.84 43.81 8.85 -0.06 0.24 .86 44.93 9.56 0.08 0.31 - 1 . 3 7  
Help-Seeking  
 7. Attitudes  
Measure 1  
.74 18.88 4.77 -0.21 -0.01 .81 20.40 5.41 -0.83 1.10 - 3 . 3 7 * * *  
 8. Attitudes  
Measure 2  
.93 64.01 16.32 -0.18 0.02 .95 62.43 19.32 -0.17 -0.04 1 . 0 0  
 9. Intentions .93 55.93 17.90 -0.05 -0.35 .94 55.48 20.06 0.05 -0.47 0 . 2 
7  
Sense of Belonging â€“ Antecedent (SOB-A)  
10. Parcel 1 - Odd .68 24.20 3.21 -0.51 0.90 .74 24.05 3.35 -0.44 2.31 0 . 
5 3  
11. Parcel 2 - Even .63 21.66 2.69 -0.41 0.97 .73 21.45 2.93 -0.08 1.51 0 . 
8 4  
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Note.  Î± = Cronbachâ€™s alpha, SD = Standard Deviation.  
  
* p < .05, ** p < .01, *** p < .001  
 Younger (n = 253) Older (n = 263) t  
Latent Construct and  
Measure  
       Î±  Mean    SD   Skew Kurtosis        Î± Mean     SD Skew  Kurtosis 
(df=514)  
Human Relatedness  
 1. Social Support .86 41.89 6.09 -0.50 0.12 .85 42.12 5.81 -0.58 0.41  -
0.45           
 2. SOB-P .95 58.46 10.35 -0.86 0.64 .95 60.95 9.48 -1.08 1.40 -2.86  
Psychological Distress Severity  
 3. Emotional       
     Distress  
.84 2.68 2.92 1.27 1.14 .87 1.94 2.77 1.65 2.14 2.93  
 4. Depression .95 7.28 8.53 1.71 2.65 .96 4.73 7.36 2.76 8.91 3.60***  
 5. Anxiety .93 6.09 7.54 1.89 3.41 .91 3.40 5.42 3.31 14.37 4.63***  
Stigma  
 5. Stigma Measure   
     1  
.77 5.15 2.65 0.50 1.08 .83 5.73 3.01 0.39 0.48 -2.29  
 6. Stigma Measure   
     2  
.84 43.81 8.85 -0.06 0.24 .86 44.93 9.56 0.08 0.31 -1.37  
Help-Seeking  
 7. Attitudes   
     Measure 1  
.74 18.88 4.77 -0.21 -0.01 .81 20.40 5.41 -0.83 1.10 -3.37***  
 8. Attitudes   
     Measure 2  
.93 64.01 16.32 -0.18 0.02 .95 62.43 19.32 -0.17 -0.04 1.00  
 9. Intentions .93 55.93 17.90 -0.05 -0.35 .94 55.48 20.06 0.05 -0.47 0.27  
Sense of Belonging â€“ Antecedent (SOB-A)  
10. Parcel 1 - Odd .68 24.20 3.21 -0.51 0.90 .74 24.05 3.35 -0.44 2.31 0.53  
11. Parcel 2 - Even .63 21.66 2.69 -0.41 0.97 .73 21.45 2.93 -0.08 1.51 
0.84  
Note.  Î± = Cronbachâ€™s alpha, SD = Standard Deviation.  
*** p < .001  
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3.3.2. Testing the Applicability of the SEM model Among Younger and Older 
Females: Single  
Group Analyses   
  
Table 10 shows the covariance matrix for all the observed measures for 
younger females.  
  
Table 10  
Covariance Matrix for Younger (n =253) Participants  
Measure 1 2 3 4 5 6 7 8 9 10 11 12  
1. SSa 37.03             
2. SOB-Pb 42.19 107.20            
3. EDc -5.94 -12.63 8.52           
4. D d -23.58 -59.73 15.90 72.80          
5. Ae -16.92 -43.51 12.56 51.42 56.90         
6. SMI f   -3.42 -7.73 1.41 6.86 5.76 7.00        
7. SM2 g -8.14 -16.84 4.04 12.73 12.23 6.80 78.37       
8. AMI h 3.26 5.57 .22 -1.91 -0.81 -4.84 -1.04 22.78      
9. AM2 i  13.93 8.95 1.49 9.34 10.49 -6.22 12.01 41.14 266.39     
10. I j 9.04 7.56 -0.36 1.07 10.83 -7.64 -1.28 40.54 209.61 320.23    
11. SOB-A-Ok 8.90 10.93 -0.41 -4.30 -1.91 -1.24 -0.40 2.50 7.38 9.28 10.28   
12. SOB-A-E l 7.44 10.47 -1.05 -4.50 -3.16 -1.36 -1.87 2.77 7.59 11.21 6.61 
7.24  
Note.   a = Social Support, b = Sense of Belonging â€“ Psychological, c = 
Emotional Distress, d = Depression, e = Anxiety, f = Stigma  
Measure 1, g = Stigma Measure 2, h = Attitudes Measure 1, i = Attitudes 
Measure 2, j = Intentions, k = Sense of Belonging â€“  
Antecedent - Odd, l = Sense of Belonging -Antecedent - Even.  
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Table 11 shows the covariance matrix for all the observed measures for the 
older females.  
  
Table 11  
Covariance Matrix for Older (n =263) Participants  
Measure 1 2 3 4 5 6 7 8 9 10 11 12  
1. SSa 33.75             
2. SOB-Pb 33.72 89.89            
3. EDc -2.02 -9.01 7.69           
4. D d -10.56 -31.70 13.31 54.11          
5. Ae -4.27 -12.59 7.97 28.35 29.34         
6. SMI f   -4.84 -9.64 1.17 6.78 3.00 9.06        
7. SM2 g -6.85 -10.41 2.50 8.26 -2.21 9.78 91.47       
8. AMI h 8.61 12.55 -1.28 -5.82 -0.48 -5.26 -0.21 29.29      
9. AM2 i  19.40 7.84 1.67 3.01 16.42 -10.71 -15.04 58.11 373.21     
10. I j 19.66 18.41 3.27 7.16 20.41 -6.76 -19.73 56.74 299.79 402.28    
11. SOB-A-Ok 7.13 11.46 -0.43 -2.36 0.29 -1.49 -4.50 3.37 10.44 9.08 11.24   
12. SOB-A-E l 6.56 11.44 -0.61 -2.62 -0.12 -1.46 -5.58 2.64 6.50 7.32 7.97 
8.59  
Note.  l a = Social Support, b = Sense of Belonging â€“ Psychological, c = 
Emotional Distress, d = Depression, e = Anxiety, f = Stigma  
Measure 1, g = Stigma Measure 2, h = Attitudes Measure 1, i = Attitudes 
Measure 2, j = Intentions, k = Sense of Belonging â€“  
Antecedent - Odd, l = Sense of Belonging -Antecedent - Even.  
  
The fit indices for the SEM analysis for the hypothesised model for younger 
females (Y1), as  
specified in Figure 1, were as follows: Ï‡2 (df = 47) = 124.74, RMSEA = .08 
(90% CI for RMSEA =  
.062 - .097), CFI = .95, and GFI = .93. The chi square value was 
significant at p = .05. The fit indices  
for the SEM analysis for the hypothesised model for older females (O1), as 
specified in Figure 1,  
were as follows: Ï‡2 (df = 47) = 124.63, RMSEA = .078 (90% CI for RMSEA = 
.061 - .095), CFI =  
.95, and GFI = .93. The chi square value was significant at p = .05. 
Despite, the significant chi square  
values for both groups (suggesting that the models are a poor fit), the 
practical fit indices indicated  
that, for younger females and older females, there was good fit for both 
Model Y1 and Model O1.  
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The RMSEA values indicated marginal to moderate fit, the CFI values 
indicated acceptable fit, and  
GFI values indicated good fit.    
In order to examine group invariance it is essential to have moderately 
good fit models for  
both groups and, if possible, identical models across the groups (Byrne, 
1998). Given that both  
young and older females showed good fit models the group invariance was 
then examined.  
  
3.3.3. Test for Measurement and Structural Invariance Across Age  
  
The fit indices for the multi-group SEM analysis for the unconstrained 
model (M1), shown in  
Table 12, were as follows: Ï‡2 (df = 94) = 249.37, RMSEA = .079 (90% CI for 
RMSEA = .067 -  
.091), CFI = .95, and GFI = .93. These fit indices indicate moderate fit 
for the RMSEA value,  
acceptable fit for the CFI value, and good fit for the GFI value.   
The fit indices for the multi-group SEM analysis for the constrained model 
[M2A â€“ all  
loadings and paths in group 2 (older) constrained equal to group 1 
(younger)], also demonstrated in  
Table 12, were as follows: Ï‡2 (df = 108) = 279.41, RMSEA = .077 (90% CI 
for RMSEA = .066 -  
.088), CFI = .94, and GFI = .92. These fit indices indicate moderate fit 
for the RMSEA value,  
acceptable fit for the CFI value, and good fit for the GFI value. The 
difference between the  
unconstrained (M1) and constrained (M2A) models was significant, Î”Ï‡2 (df 
=14) = 30.04, p < .01.   
There was, however, not much difference between the RMSEA, CFI and GFI 
values across these  
models. These findings indicate that at the statistical level, there was 
some non-invariance across  
younger and older females.   
The fit indices for the multi-group SEM analysis for the constrained model, 
with only the  
structural parameters constrained equal across the groups (M2B),  also 
shown in Table 12, were as  
follows: Ï‡2 (df = 101) = 256.08, p < .001, RMSEA = .076 (90% CI for RMSEA 
= .064 - .087), CFI =  
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.95, and GFI = .93. These fit indices indicate moderate fit for the RMSEA 
value, acceptable fit for  
the CFI value, and good fit for the GFI value. The difference between the 
unconstrained (M1) and  
constrained structural model (M2B) models was not significant, Î”Ï‡2 (df 
=7) = 6.31, p > .05.  Also,  
there were virtually no differences between the RMSEA, CFI and GFI values 
across these models.  
These findings indicate invariance across younger and older females for the 
structural components of  
models Y1 and O1.   
Following the test for invariance involving the structural model, the 
invariance for the  
measurement parameters (factor loadings) across Y1 and O1 were examined.  
The fit indices for the  
multi-group SEM analysis for a constrained model with only the measurement 
parameters  
constrained equal across the groups (M2C), also displayed in Table 12,  
were as follows: Ï‡2 (df =  
101) = 264.93, p < .001, RMSEA = .079 (90% CI for RMSEA = .067 - .090), CFI 
= .95, and GFI =  
.92. These fit indices indicate moderate fit for the RMSEA value, 
acceptable fit for the CFI value,  
and good fit for the GFI value. The difference between the unconstrained 
(M1) and constrained  
measurement model (M2C) models was significant, Î”Ï‡2 (df =7) = 14.48, p < 
.05, however, there  
were virtually no differences between the RMSEA, CFI and GFI values across 
these models. These  
findings indicate non-invariance across younger and older females for one 
or more measurement  
components of models Y1 and O1. The highest modification index for this 
comparison was the  
factor loading involving anxiety on psychological distress, with a 
modification index value of 22.43,  
and an expected change value of -0.54. In view of this model M2C was 
revised (Model M2C-R),  
with this loading freely estimated across the groups.    
The fit indices for the multi-group SEM analysis for Model M2C-R, also 
demonstrated in  
Table 12, were as follows: Ï‡2 (df = 100) = 250.58, p < .001, RMSEA = .078 
(90% CI for RMSEA =  
.061 - .078), CFI = .95, and GFI = .93. These fit indices indicate moderate 
fit for the RMSEA value,  
acceptable fit for the CFI value, and good fit for the GFI value. The 
difference between models M2C  
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and M2C-R was not significant, Î”Ï‡2 (df =1) = 2.21, p > .05.  There were 
vi rtually no differences  
between the RMSEA, CFI and GFI values across these models. These findings 
indicate that apart  
from the factor loading for anxiety on psychological distress, all other 
factor loadings were invariant  
across younger and older females. Overall, therefore, from a statistical 
viewpoint there was  
invariance for all structural and measurement components of the postulated 
model, except for the  
factor loadings involving anxiety.   
  
Table 12  
Goodness-of-Fit Indices for Hypothesised and Revised Models  
Model (M) df Ï‡2 RMSEA(90%CI) CFI GFI  
All (N = 516)  
M1 (Hypothesised) 94 249.37 .079 (.067 - .091) .95 .93  
M2A (Loadings and Paths Constrained) 108 279.41 .077 (.066 - .088) .94 .92  
M2B (Structural Parameters Constrained) 101 256.08 .076 (.064 - .087) .95 
.93  
M2C (Measurement Parameters Constrained) 101 264.93 .079 (.067 - .090) .95 
.92  
M2C-R (Anxiety Loading Freely Estimated) 100 250.58 .078 (.061 - .078) .95 
.93  
Note. RMSEA = root mean square error of approximation; CI = confidence 
interval; CFI = comparative fit index; GFI = goodness of  
fit index. All Ï‡2 values were significant at p = .05.  
  
  
  
3.4. Model for Females of Different Places of Residence     
  
  
3.4.1. Descriptives for Place of Residence   
The mean scores, standard deviations, skew, kurtosis measures for urban and 
rural females,  
and the results of the t-test for place of residence differences for these 
scores are shown in Table 13.    
As the use of separate univariate t-tests can result in an inflated Type 1 
error a more stringent alpha  
value of 99.9% was applied. As shown, there was not much difference between 
the scores for urban  
and rural females.  For urban females, the skewness and kurtosis values 
ranged from â€“0.84 to 2.46,  
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and â€“0.55 to 6.31, respectively. For the rural females, the skewness and 
kurtosis values ranged from  
â€“0.77 to 2.23, and â€“0.30 to 5.90, respectively. Despite, the analyses 
suggesting that the distribution  
of the data departed slightly from normality, the skew and kurtosis values 
were still within  
reasonable bounds (Curran, West, & Finch, 1996). With large samp le sizes 
even such small  
departures from normality would be significant (Field, 2000) but inspection 
of the distributions  
confirmed the view that these departures of normality were not of concern. 
The Cronbachâ€™s alpha  
values for all measures ranged from moderately high to high levels.    
As shown the urban participantsâ€™ scores did not significantly differ, 
compared with rural  
participantsâ€™ scores.    
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Table 13   
Descriptive Information for Urban and Rural (n =516) for all Measures in 
the Study  
 Urban (n = 265) Rural (n = 251) t  
Latent Construct and  
Measure  
      Î± Mean    SD Skew  Kurtosis       Î± Mean    SD Skew  Kurtosis ( 
df=514)  
Human Relatedness  
 1. Social Support .85 42.19 5.82 -0.59 0.49 .85 42.81 6.07 -0.48 0.05  
0.72  
 2. SOB-P .96 60.14 10.32 -1.14 1.39 .94 59.30 9.63 -0.77 0.46 0 . 9 5  
Psychological Distress Severity  
 3. Emotional  
Distress  
.86 2.46 2.98 1.40 1.46 .84 2.14 2.74 1.44 1.46 1 . 2 9  
 4. Depression .96 6.05 8.29 2.17 4.78 .95 5.88 7.80 2.09 4.82 0 . 2 4  
 5. Anxiety .94 4.80 7.27 2.46 6.31 .90 4.63 6.00 2.23 5.90 0 . 2 9  
Perceived Stigma  
 5. Perceived Stigma  
Measure 1  
.82 5.40 2.82 .66 1.53 .79 5.50 2.89 0.28 0.04 - 0 . 4 1  
 6. Perceived Stigma  
Measure 2  
.85 44.83 8.99 .09 0.09 .86 43.90 9.47 -0.00 0.49 1 . 1 4  
Help-Seeking  
 7. Attitudes  
Measure 1  
.80 20.11 5.26 -0.84 1.34 .75 19.17 5.02 -0.16 -0.30 2 . 0 6 *  
 8. Attitudes  
Measure 2  
.95 62.54 18.00 -0.23 -0.21 .94 63.92 17.83 -0.16 0.36 - 0 . 8 8  
 9. Intentions .94 55.46 19.29 -0.01 -0.55 .93 55.96 18.75 0.03 -0.21 - 0 . 
3 0  
Sense of Belonging â€“ Antecedent (SOB-A)  
10. Parcel 1 - Odd .69 24.24 3.11 -0.67 3.21 .73 24.00 3.45 -0.31 0.58 0 . 
8 4  
11. Parcel 2 - Even .67 21.65 2.74 -0.19 1.26 .69 21.46 2.89 -0.25 1.30 0 . 
7 5  
Note.  Î± = Cronbachâ€™s alpha, SD = Standard Deviation.  
  
* p < .05  
 Urban (n = 265) Rural (n = 251) t  
Latent Construct and  
Measure  
      Î± Mean    SD Skew  Kurtosis       Î± Mean    SD Skew  Kurtosis 
(df=514)  
Human Relatedness  
 1. Social Support .85 42.19 5.82 -0.59 0.49 .85 42.81 6.07 -0.48 0.05  
0.72  
 2. SOB-P .96 60.14 10.32 -1.14 1.39 .94 59.30 9.63 -0.77 0.46 0.95  
Psychological Distress Severity  
 3. Emotional     
     Distress  
.86 2.46 2.98 1.40 1.46 .84 2.14 2.74 1.44 1.46 1.29  
 4. Depression .96 6.05 8.29 2.17 4.78 .95 5.88 7.80 2.09 4.82 0.24  
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 5. Anxiety .94 4.80 7.27 2.46 6.31 .90 4.63 6.00 2.23 5.90 0.29  
Stigma  
 5. Stigma Measure     
     1  
.82 5.40 2.82 .66 1.53 .79 5.50 2.89 0.28 0.04 -0.41  
 6. Stigma Measure   
     2  
.85 44.83 8.99 .09 0.09 .86 43.90 9.47 -0.00 0.49 1.14  
Help-Seeking  
 7. Attitudes   
     Measure 1  
.80 20.11 5.26 -0.84 1.34 .75 19.17 5.02 -0.16 -0.30 2.06  
 8. Attitudes   
     Measure 2  
.95 62.54 18.00 -0.23 -0.21 .94 63.92 17.83 -0.16 0.36 -0.88  
 9. Intentions .94 55.46 19.29 -0.01 -0.55 .93 55.96 18.75 0.03 -0.21 -0.30  
Sense of Belonging â€“ Antecedent (SOB-A)  
10. Parcel 1 - Odd .69 24.24 3.11 -0.67 3.21 .73 24.00 3.45 -0.31 0.58 0.84  
11. Parcel 2 - Even .67 21.65 2.74 -0.19 1.26 .69 21.46 2.89 -0.25 1.30 
0.75  
Note.  Î± = Cronbachâ€™s alpha, SD = Standard Deviation.  
*** p < .001  
  
  
  
  
  
  
  
  
3.4.2. Testing the Applicability of the SEM Model Among Urban and Rural 
Females: Single  
Group Analyses   
  
Table 14 shows the covariance matrix for all the observed measures for 
urban females.  
  
Table 14  
Covariance Matrix for Urban (n =265) Participants  
Measure 1 2 3 4 5 6 7 8 9 10 11 12  
1. SSa 33.92             
2. SOB-Pb 39.46 106.52            
3. EDc -4.14 -12.99 8.87           
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4. D d -17.67 -53.36 17.17 68.67          
5. Ae -11.59 -35.25 12.83 47.74 52.84         
6. SMI f   -4.81 -11.43 1.62 9.65 6.18 7.92        
7. SM2 g -5.26 -12.86 3.84 9.38 2.56 7.88 80.88       
8. AMI h 6.59 15.17 -1.44 -8.58 -2.93 -4.49 -1.64 27.68      
9. AM2 i  13.53 4.45 2.35 6.50 21.36 -10.74 -18.81 52.84 323.90     
10. I j 11.75 11.51 2.42 2.76 22.88 -8.32 -22.31 54.55 285.40 372.04    
11. SOB-A-Ok 6.93 11.70 -0.32 -5.27 -1.04 -1.90 -2.54 3.04 8.99 7.36 9.68   
12. SOB-A-E l 6.55 12.40 -0.89 -5.60 -2.73 -2.05 -2.97 3.09 7.65 9.47 6.76 
7.52  
Note. l a = Social Support, b = Sense of Belonging â€“ Psychological, c = 
Emotional Distress, d = Depression, e = Anxiety, f = Stigma  
Measure 1, g = Stigma Measure 2, h = Attitudes Measure 1, i = Attitudes 
Measure 2, j = Intentions, k = Sense of Belonging â€“  
Antecedent - Odd, l = Sense of Belonging -Antecedent - Even.  
  
  
  
  
  
  
  
  
Table 15 shows the covariance matrix for all the observed measures for 
rural females.  
  
Table 15  
Covariance Matrix for Rural (n =251) Participants  
Measure 1 2 3 4 5 6 7 8 9 10 11 12  
1. SSa 36.83             
2. SOB-Pb 36.34 92.64            
3. EDc -3.88 -9.54 7.50           
4. D d -16.52 -40.40 12.77 60.87          
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5. Ae -9.65 -23.58 8.45 34.62 36.02         
6. SMI f   -3.35 -5.05 .73 3.10 1.65 8.36        
7. SM2 g -9.88 -13.28 2.07 10.05 5.69 9.15 89.65       
8. AMI h 5.35 4.30 -0.33 -1.02 -0.43 -5.15 0.89 25.18      
9. AM2 i  20.15 11.10 1.59 7.88 7.54 -6.69 15.97 46.01 317.90     
10. I j 17.35 14.41 .76 6.30 8.81 -6.15 1.57 42.62 224.10 351.49    
11. SOB-A-Ok 9.06 10.37 -0.50 -1.06 -0.34 -0.84 -2.64 2.60 9.18 11.19 11.90   
12. SOB-A-E l 7.40 9.11 -0.71 -1.11 -0.15 -0.79 -4.80 2.04 6.69 9.06 7.87 
8.37  
Note. l a = Social Support, b = Sense of Belonging â€“ Psychological, c = 
Emotional Distress, d = Depression, e = Anxiety, f = Stigma  
Measure 1, g = Stigma Measure 2, h = Attitudes Measure 1, i = Attitudes 
Measure 2, j = Intentions, k = Sense of Belonging â€“  
Antecedent - Odd, l = Sense of Belonging -Antecedent - Even.  
  
  
The fit indices for the SEM analysis for the hypothesised model for urban 
females (U1), as  
specified in Figure 1, were as follows: Ï‡2 (df = 47) = 136.04, RMSEA = 
.085 (90% CI for RMSEA =  
.069 - .10), CFI = .95, and GFI = .92. The fit indices for the SEM analysis 
for the hypothesised  
model for rural females (R1), as specified in Figure 1, were as follows: 
Ï‡2 (df = 47) = 108.12,  
RMSEA = .067 (90% CI for RMSEA = .048 - .085), CFI = .95, and GFI = .94. 
The chi square values  
were significant at p = .05. While the significant chi square values for 
both groups indicated that the  
models were a poor fit, the GFI and CFI practical fit indices indicated 
that, for urban females and  
rural females, there was good fit for both Model U1 and Model R1.  Further, 
the RMSEA practical  
fit indices for Model R1 (rural females) demonstrated good fit and for 
Model U1 (urban females) the  
RMSEA value indicated marginal fit.  
Given that both urban and rural females showed good fit models, the group 
invariance was  
examined.  
  
3.4.3. Test for Measurement and Structural Invariance Across Place of 
Residence  
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As evident in Table 16, the fit indices for the multi-group SEM analysis 
for the unconstrained  
model (L1) were as follows: Ï‡2 (df = 94) = 237.06, RMSEA = .077 (90% CI 
for RMSEA = .065 -  
.089), CFI = .95, and GFI = .94. These fit indices indicate moderate fit 
for the RMSEA value,  
acceptable fit for the CFI value, and good fit for the GFI value. The fit 
indices for the multi-group  
SEM analysis for the constrained model (L2), also shown in Table 16, were 
as follows: Ï‡2 (df = 108)  
= 258.86, RMSEA = .075 (90% CI for RMSEA = .063 - .086), CFI = .95, and GFI 
= .93. These fit  
indices indicate moderate fit for the RMSEA value, acceptable fit for the 
CFI value, and good fit for  
the GFI value.  The difference between the unconstrained and constrained 
models was not  
significant, Î”Ï‡2 (df = 14) = 21.80, p > .05.  There were virtually no 
differences between the RMSEA,  
CFI and GFI values across these models. These findings indicate invariance 
across urban and rural  
females for the measurement and structural components of models U1 and R1.   
  
  
  
  
  
Table 16  
Goodness-of-Fit Indices for Hypothesised Models  
Model (M) df Ï‡2 RMSEA(90%CI) CFI GFI  
All (N = 516)  
L1 (Hypothesised) 94 237.06 .077 (.065 - .089) .95 .94  
L2 (Hypothesised) 108 258.86 .075 (.063 - .086) .95 .93  
Note. RMSEA = root mean square error of approximation; CI = confidence 
interval; CFI = comparative fit index; GFI = goodness of  
fit index. All Ï‡2 values were significant at p = .05.  
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Chapter 4: Discussion  
4.1. Aims and Hypotheses  
  Previous research has indicated that females, particularly between the 
ages of 18 and 54  
years, often experience poor mental health, as indicated by rates of 
depression and anxiety within  
this population (Alonso et al., 2004; Australian Bureau of Statistics, 
1997; Australian Bureau of  
Statistics, 2001). Despite these elevated levels of mental ill-health, 
which can be reduced or  
alleviated by seeking and receiving professional help, a significant 
percentage (54% - 68%) of  
females never seek help (Australian Bureau of Statistics, 1997; McLennan, 
1998; Outram et al.,  
2004).  In order to increase professional help-seeking among females and 
reduce the prevalence rates  
of depression and anxiety, it is necessary to identify the barriers to 
professional help-seeking and the  
factors that facilitate professional help-seeking (Judd et al., 2006; 
Outram et al., 2004).   
  Previous research has identified and examined human relatedness, severity 
of psychological  
distress and stigma as predictors of help-seeking (Cepeda-Benitio & S hort, 
1998; Greenlay &  
Mullen, 1990; Judd et al., 2006; Sussman et al., 1987). Because these 
predictors have been examined  
separately, it is difficult to establish the relative effect of these 
factors on a femaleâ€™s decision to seek  
help. It was, therefore, thought to be important to investigate these 
psychological factors  
simultaneously using structural equation modelling, a more advanced form of 
analysis than has  
previously been used in this area. By conducting a more advanced analysis 
it was hoped to develop a  
more comprehensive understanding of the factors that have a unique effect 
on a femaleâ€™s help- 
seeking decisions. Furthermore, it was thought that the development of a 
structural model would  
allow the exploration of probable theories of the relationships between 
factors involved in help- 
seeking.   
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The present study aimed to investigate sense of belonging â€“ antecedent, 
human relatedness,  
psychological distress severity and stigma together, in a help-seeking 
model, to determine if each  
variable was a significant predictor of help-seeking for a sample of 
females. The hypothesis that  
there would be good fit for the proposed structural model for all females 
together was supported.  All  
predictors were significant in the final model. Previous research has also 
indicated that help-seeking  
may vary by age and place of residence.  The present study further aimed to 
investigate whether this  
help-seeking model varied by age.  The hypothesis that the strength of the 
relationship between the  
paths in the structural model would vary across females of different ages 
was not supported. The  
only difference found for age was for one of the loadings (anxiety).  
Despite this minor difference  
the structural model was invariant for age.  The present study also aimed 
to investigate whether this  
help-seeking model varied by place of residence.  The hypothesis that the 
strength of the relationship  
between the paths in the structural model would vary across females from 
urban and rural locations  
was not supported.  The measurement and structural model was invariant for 
place of residence.   
Given the invariance for the structural models for both age and place of 
residence, Model A1, for all  
participants, can be taken as an acceptable model of help-seeing for this 
sample of urban and rural  
females aged 18 to 54 years involving the factors of human relatedness, 
severity of psychological  
distress, and stigma.  
The discussion will focus on the model, the direct paths and indirect 
relationships within the  
model, before consideration of the limitations of the study, the 
implications of the findings, and  
recommendations for future research.   
  
4.2. Professional Help-Seeking Model  
 As indicated, the primary aim of this study was to test the applicability 
and invariance of a  
structural model for help-seeking involving antecedent sense of belonging, 
human relatedness,  
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severity of psychological distress, and stigma among urban and rural 
females aged 18 to 54 years.  
The hypothesised model developed from existing theories and empirical data, 
was that shown in  
Figure 1. In terms of the hypothesised model, the fit for all females aged 
18 to 54 (Model A1) was  
adequate, with all predictors and paths being significant.    
The findings in this study are consistent with previous studies, which have 
shown that these  
psychological factors predict help-seeking in females (Ciarrochi & Deane, 
2001; Golding & Wells,  
1990; Goodman et al., 1984; Jorm, 2000, Mickelson, 2001; Outram et al., 
2004). Each of the  
predictor variables and paths in the model are concepts that contribute to 
professional help-seeking  
for females, by either increasing or decreasing the likelihood of the 
female seeking help (Ciarrochi &  
Deane, 2001; Goodman et al., 1984; Jorm, 2000; Mickelson, 2001; Sussman et 
al., 1987).    
  
4.3. Professional Help Seeking Model and Age  
A secondary aim of this study was to test the applicability and invariance 
of the structural  
model for help-seeking among females of different ages.  Previous research, 
although extremely  
limited, has demonstrated age differences in seeking professional 
psychological help (Oliver et al.,  
2005; Parslow & Jorm, 2000; Parslow & Jorm, 2001;  Sirey et al., 2001; 
Surgenor, 1985). Previous  
research has found that the attitudes toward seeking professional 
psychological help of individuals  
under the age of 25 years were significantly less positive than those over 
the age of 25 years  
(Surgenor, 1985) and individuals younger than 65 were likely to perceive 
more stigma regarding  
psychological disorders and professional help-seeking for these disorders, 
compared with individuals  
over the age of 65 (Oliver et al., 2005; Sirey et al., 2001).   
In light of these differences, the current study also investigated age 
differences in help- 
seeking by examining the structural model for help-seeking among females of 
different ages. The  
results revealed age invariance for the structural model but not the 
measurement model. This  
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indicates that whilst females of different ages differ on the measure of 
anxiety they do not differ on  
the structural model for help-seeking. This was not expected and the 
reasons for the invariance  
across age are unclear.  One possible explanation is the age of the 
participants in this sample,  
compared with previous studies. Previous research has been relatively 
inconsistent with the age  
groups used to test for differences in help-seeking.  Some research has 
compared females younger  
than 25 with females older than 25 and other research has examined 
differences between females  
younger than 65 with females older than 65. The current study examined the 
earlier two age groups  
(18-25 compared with 26-54). It is therefore possible that females do not 
differ in their help-seeking  
until the age of 65 years, however, according to research this age group is 
less likely to suffer from  
depression and anxiety compared to the age groups examined.  A second 
explanation is that the  
campaigns and recent public awareness have had an effect on the younger 
population (those under  
25 years) and factors that previously affected help-seeking for this age 
group, such as negative  
attitudes and stigma, have been reduced.  It is possible that females of 
different ages have become  
more similar in their views of help-seeking and factors that previously 
differentiated the two age  
groups no longer exist or have been reduced to a comparative level.  A 
third explanation is that  
previous research that has found differences between the age groups was not 
as comprehensive in  
relation to the predictors examined. It is possible, with the current 
study, that the inclusion of a wide  
range of predictors has shown the females to be similar. This explanation 
relies on the notion that  
when females are confronted by factors in isolation, stigma for example, 
then they vary in the  
manner they relate stigma to seeking help depending on their age.  However, 
when they are asked to  
assess that factor in the context of a range of other factors, they respond 
similarly, irrespective of  
their age.  This is a highly speculative account but might be one worth 
pursuing in further research.    
Along similar lines, a fourth explanation could be that, despite the 
current study being  
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comprehensive, other predictors that were not included in this model might 
have revealed  
differences between the two age groups, had they been included.  
  
4.4. Professional Help-Seeking Model and Place of Residence  
Another secondary aim of this study was to test the applicability and 
invariance of the  
structural model for help-seeking among females of different places of 
residence.  Previous research,  
although extremely limited, had demonstrated place of residence differences 
in seeking professional  
psychological help (Jorm, 1994; Parslow & Jorm, 2000) . The research had 
found that individuals in  
rural locations were more likely to have negative attitudes towards seeking 
professional  
psychological help and report less professional psychological service 
utilisation for psychological  
disorders, compared with individuals in urban locations (Camasso & Moore, 
1985; Outram et al.,  
2004).   
The current study therefore investigated place of residence differences in 
help-seeking by  
examining the structural model for help-seeking among females of different 
places of residence. The  
results revealed place of residence invariance for the measurement and 
structural model.  The failure  
to find differences between the model for females of different places of 
residence was not expected.   
The reasons for this are unclear, as the sample of the current study 
involved females from diverse  
areas across Victoria with populations of approximately 700 in rural areas 
to populations of  
approximately 3,000,000 in metropolitan areas. As with age, one explanation 
is that the campaigns  
and recent public awareness might have had an effect on the rural 
population and factors that  
previously affected help-seeking for rural females, such as negative 
attitudes and stigma, have been  
reduced.  The culture of rural areas that promotes independence and 
stoicism may be changing and  
rural individuals may be more aware that severe distress does require 
professional help. Rural  
females may also be more trusting and be more aware of the bounds of 
confidentiality than they  
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previously were and therefore more likely to seek professional help.  
Technology has also made  
professional help more available and accessible to those individuals who 
were previously isolated.   
Rural people can now use the internet to access information and help 
related to their distress.  It is  
possible that females of different places of residence have become more 
similar in their views of  
help-seeking and factors that previously differentiated the two groups no 
longer exist or have been  
reduced to a comparative level.  As with age another explanation is that 
previous research that found  
differences between urban and rural locations was not as comprehensive in 
relation to the predictors  
examined. It is possible, that the inclusion of a wider range of predictors 
has shown the females to be  
similar.  Similarly, it remains possible that the omission of certain 
factors from the model may have  
masked differences between urban and rural residents.  
  
4.5. Summary of Model Applicability  
 The model was found to be invariant for both age and place of residence 
which indicates that  
the model holds true for females in the sample, regardless of their age and 
where they live.  This  
model was therefore an acceptable model of help-seeking that could be 
applied to this sample of  
urban and rural Victorian, Australian females between the ages of 18 and 54 
years.  
  
  
4.6. Direct Predictors of Professional Help-Seeking  
  
4.6.1. Human Relatedness as a Direct Predictor of Professional Help-Seeking  
      Human relatedness refers to an individualâ€™s level of involvement 
with others, items, groups  
or surroundings (Patusky, 2002).  It is a broad construct which is made up 
of various components,  
including social support and sense of belonging (Goodman et al., 1984; 
Hagerty et al., 1992; Hagerty  
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& Patusky, 1995; Monahan & Hooker, 1997). Social s upport is a coping 
resource that is obtained  
from interpersonal relationships with family and friends (Goodman et al., 
1984; Monahan & Hooker,  
1997), whereas sense of belonging is a coping resource that is obtained 
from connecting oneâ€™s self  
with, and having a feeling of belonging to, surrounding people, social 
institutions and environments  
(Hagerty et al., 1992; Hagerty & Patusky, 1995).  The relationship between 
sense of belonging and  
help-seeking has not been examined before. In contrast, the relationship 
between social support and  
help-seeking has been extensively researched and the research indicates 
that social support is used to  
alleviate adverse psychological effects and therefore diminish the need to 
seek professional  
psychological help (Goodman et al., 1984; Monahan & Hooker, 1997). Previous 
research has  
consistently shown that there is a negative relationship between social 
support and professional help- 
seeking, with females less likely to seek professional help when social 
support is available and more  
likely to seek professional help when social support is ineffective or 
inaccessible (Cepeda-Benito &  
Short, 1998; Goodman et al., 1984).   
Given the previous research on social support and help-seeking, and having 
argued that sense  
of belonging is a broader construct then social support, and that social 
support and sense of  
belonging comprise the human relatedness construct, it was expected that 
there would be a  
significant negative relationship between human relatedness and help-
seeking.  Unexpectedly the  
findings from the current study demonstrated a significant positive path 
between human relatedness  
and help seeking. These results suggest that as human relatedness increases 
the likelihood of seeking  
help also increases.  
The findings from the current research are therefore inconsistent with much 
of the previous  
research on social support, though a limited number of studies (Arling, 
1985; Catalano, Rook, &  
Dooley, 1986; Horwitz, Morgenstern, & Berkman, 1985)  had found that social 
support is related to  
an increased use of GP services, rather than mental health services.  It is 
unclear why the results  
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were inconsistent on this occasion, however, there are a number of possible 
explanations.  One  
explanation is that having high levels of perceived and actual social 
support and sense of belonging  
may provide the feeling of increased support, better symptom recognition, 
and more information  
about professional help-seeking.  Gourash (1978) suggested that there are 
two potential approaches  
to describe the relationship between human relatedness and more 
professional help-seeking. One of  
these approaches suggests that human relatedness may foster the use of 
professional help by  
allowing people to recognise their symptoms and by supplying the individual 
with referral  
information (Gourash, 1978). In relation to social support, friends may 
assist in the stages of  
symptom recognition when females discuss their problems. In relation to 
sense of belonging, being  
involved in the community may result in the female being more aware of the 
symptoms of mental  
health and more aware of the services available (Broadhurst, 2003; Gourash, 
1978). The other  
approach suggested by Gourash indicates that human relatedness may affect 
an individualâ€™s decision  
about whether, when, and where to seek help, through the personâ€™s social 
network and community  
communicating their own attitudes, values, and norms regarding help-
seeking.  For example, a  
positive relationship between human relatedness and help-seeking would be 
likely if the network and  
the community regard professional mental health services favourably 
(Gourash, 1978).  Therefore,  
friends and the community may encourage the female to seek professional 
help if they regard  
professional mental health services favourably, and friends may also 
provide the female with referral  
information to services they believe to be useful and effective 
(Broadhurst, 2003; Gourash, 1978).  It  
is likely that with the campaigns and recent public awareness the 
individualâ€™s network and  
community may perceived less stigma and have more favourable attitudes 
toward help-seeking.  It is  
important to note that a large proportion of the sample were married and 
employed and perhaps this  
allowed the participants to have regular contact with the community and 
with friends who could  
assist them with the process of help-seeking.  If females are not involved 
in the paid work force and  
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they are socially isolated at home, the lack of feedback from others may 
make it difficult to  
recognise and identify oneâ€™s problems and know where to get help (Amato & 
Bradshaw, 1985).  
In summary, human relatedness directly and positively predicted help 
seeking. This suggests  
that as human relatedness increases, the likelihood of seeking help also 
increases. This result is not  
consistent with the majority of previous research on social support and 
help-seeking which indicates  
a negative relationship.  The research that supports these findings 
suggests that this positive  
relationship occurs because having higher levels of human relatedness may 
provide the female with  
better symptom recognition and more information about professional help-
seeking.    
  
4.6.2. Severity of Psychological Distress as a Direct Predictor of 
Professional Help-Seeking  
Previous research suggested that psychological distress severity is a key 
predictor of  
professional help-seeking (Flett et al., 1995; Jorm et al., 2004; 
Katerndahl, 1991; Outram et al.,  
2004; Parslow & Jorm, 2001; Roness et al., 2005; Sh effield et al., 2004; 
Tessler et al., 1976).  The  
previous research examining psychological distress severity and actual 
professional help-seeking  
generally appears to have supported a positive relationship, indicating 
that professional help-seeking  
for psychological distress increases with the severity of the distress 
(Jorm et al., 2004; Katerndahl,  
1991; Parslow & Jorm, 2001; Sareen et al., 2005; Thompson et al., 2004).  
The results of the current  
study demonstrating a significant positive path between psychological 
distress severity and help- 
seeking were consistent with previous research.    
Research suggests that there are two explanations for this positive 
relationship.  The first  
explanation is that an individual may not initially recognise that they 
have a problem (Sareen et al.,  
2005; Thompson et al., 2004). Initially the individual may only experience 
low levels of severity of  
the symptoms and might only seek professional help when these symptoms, or 
their level of  
disability, becomes more severe and noticeable (Sareen et al., 2005; 
Thompson et al., 2004). This  
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explanation supports Mechanicâ€™s (1980) theory of help-seeking which 
suggests that illness  
characteristics, such as noticeable and recognisable symptoms, are 
essential in problem recognition  
and subsequent help-seeking. It also supports the model by Kushner and Sher 
(1989) who proposed  
that the decision to seek professional help is based on the approach-
avoidance theory.  This model  
suggests that the individual is motivated by a conflict between their 
approach tendencies (e.g.,  
distress), outweigh the avoidance tendencies (e.g., stigma).   
The second explanation is that the individual may recognise that they have 
a problem but  
they might initially try and resolve the distress themselves, because they 
perceive the distress to be  
transient, and not severe enough to warrant professional help (Sareen et 
al., 2005; Thompson et al.,  
2004). If the individual is unsuccessful at resolving this distress, and it 
persists and increases, they  
are then more likely to seek professional help (Sareen et al., 2005; 
Thompson et al., 2004).   This  
explanation further supports the help-seeking model proposed by Jorm et al. 
(2004). The first stages  
of this model involve individuals attempting to resolve their own distress.  
The model suggests,  
however, that the individualsâ€™ attempts at resolving their own distress 
deteriorate as the individualsâ€™  
levels of distress become more severe. The final stage of the model 
involves the individuals seeking  
professional help to resolve their level of distress.  This professional 
help-seeking continues to  
increase as the severity of the distress continues to increase.  The model 
suggests that professional  
help-seeking may indicate a failure of an individualâ€™s attempts at 
resolving their own distress (Jorm  
et al., 2004). It is possible that the sample in the present study 
acknowledged the importance of  
seeking professional help if their own attempts at resolving their level of 
distress were ineffective  
and there was an increase in the severity of their symptoms.  
In summary, psychological distress severity directly and positively 
predicted help-seeking.  
This suggests that as the severity of psychological distress increases the 
likelihood of seeking help  
also increases. This result is consistent with previous research and is 
explained by the individual not  
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initially recognising that she has a problem or the individual recognising 
that she has a problem but  
initially trying and failing to resolve the distress herself.  
  
4.6.3. Stigma as a Direct Predictor of Professional Help-Seeking  
Previous research has extensively examined the relationship between stigma 
and professional  
help-seeking (Hoyt et al., 1997; Jorm, 2000; Jorm et al., 2000; Kushner & 
Sher, 1991; Leong &  
Zachar, 1999; Sims, 1993).  The li terature suggests that stigma can be 
detrimental because it can  
affect an individualâ€™s willingness to seek professional psychological 
help for her psychological  
distress (Hoyt et al., 1997; Jorm, 2000; Jorm et al., 2000; Kushner & Sher, 
1991; Leong & Zachar,  
1999; Sims, 1993). The previous research examining stigma and professional 
help-seeking had  
confirmed a negative relationship. The results of the current study 
demonstrating a significant  
negative path between stigma and help-seeking were expected, and consistent 
with previous  
research.      
Research suggests that the main explanation for this negative relationship 
is that individuals  
find it ego-threatening to be labelled as â€˜mentall y illâ€™ and therefore 
they delay or avoid seeking  
professional help for their psychological disorder (Corrigan, 2004).  This 
research is consistent with  
the threat to self-esteem model proposed by Fisher and colleagues (1982).  
Stigma, which involves  
stereotypes, discrimination and prejudice, can deprive an individual who is 
labelled with a  
psychological disorder of opportunities that are fundamental for 
accomplishing life goals. For  
example, individuals with psychological disorders are often unable to 
attain good jobs because of the  
prejudice of important members in their communities, such as employers 
(Corrigan, 2004).  
  
4.7. Indirect Effects Within the Model  
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 The model revealed a number of mediation effects.  The results indicated 
that human  
relatedness, psychological distress severity, and stigma fully mediated the 
relationship between  
sense of belonging â€“ antecedent and help-seeking. This lends support to 
the proposed model that  
sense of belonging â€“ antecedent influences human relatedness, which 
influences psychological  
distress severity, which in turn influences stigma, which in turn impacts 
on professional help- 
seeking.  In addition, the results indicated that psychological distress 
severity and stigma partially  
mediated the relationship between human relatedness and professional help-
seeking, indicating that  
the effects of human relatedness on help-seeking work, at least in part, 
through psychological  
distress severity and stigma.  In addition, stigma partially mediated the 
relationship between  
psychological distress severity and professional help-seeking. This 
indicates that the effects of  
psychological distress severity on professional help-seeking work, at least 
in part, through stigma.    
 Having high levels of sense of belonging â€“ antecedent motivate and 
provide the individual  
with energy to belong and achieve human relatedness (Hagerty et al., 1992; 
Hagerty et al., 1996).  
Having high levels of human relatedness, such as social support resources 
or sense of belonging,  
facilitate professional help seeking through symptom recognition and 
referral information.  It is not  
surprising, therefore, that low levels of sense of belonging â€“ antecedent 
are related to lower levels of  
human relatedness. Lower levels of human relatedness in turn influence 
severity of psychological  
distress.  This relationship is consistent with previous research that 
demonstrates that low levels of  
human relatedness are related to higher levels of psychological distress 
(Bailey & McLaren, 2005;  
Hagerty et al., 1996; Hagerty & Williams, 1999;  Mallinckrodt & Leong, 
1992; Rice, 1999;  
Vanderhorst & McLaren, 2005).    
Severity of psychological distress in turn influences either help-seeking 
directly or indirectly  
through stigma.  Individuals who report more severe psychological distress 
may either seek  
professional help to reduce their distress, which is consistent with 
Jormâ€™s model of help-seeking, or  
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they may suffer stigma to a greater extent, than those with less severe or 
no psychological distress  
(Mickelson, 2001; Pyne et al., 2004; Raguram et al., 1996). In such cases 
they are less likely to seek  
help.  Thus the direct and indirect effects of distress oppose each other.  
According to the model  
proposed by Kushner and Sher (1989), the varying strengths of these two 
opposing influences  
(competing motivational and inhibitory influences) establish whether the 
final result of the conflict  
contributes more toward the individual seeking or avoiding professional 
help.  Increased  
psychological distress leads to increased help-seeking for some individuals 
and for other individuals  
increased psychological distress can lead to increased stigma, which 
consequently leads to a reduced  
likelihood of seeking help.  Psychological distress can therefore both 
motivate professional help- 
seeking (directly) and inhibit professional help-seeking (indirectly) 
through stigma.  The model  
indicates that the elimination or reduction of stigma, should enhance 
professional help-seeking by  
allowing the â€œpositiveâ€ influence of  distress to encourage help 
seeking.  At the same time, reduction  
of stigma will reduce its negative effect on human relatedness with 
attendant improvements in  
psychological distress and help-seeking.   
 This findings pertaining to mediation effects are important as they 
suggest that efforts to  
increase rates of professional help-seeking need to focus on avenues for 
individuals to increase their  
human relatedness and decrease the stigma. When individuals have high 
levels of sense of  
belonging-antecedent and subsequently high levels of human relatedness, 
this appears to increase  
their likelihood of seeking professional help. Also, if stigma can be 
eliminated or reduced  
individuals would experience higher levels of human relatedness which would 
subsequently increase  
their likelihood of seeking professional help and would result in an 
increased likelihood of seeking  
professional help when their psychological distress is high.  
    
4.8. Summary of Results  
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Unlike previous research that has examined the intercorrelations between 
human relatedness,  
psychological distress severity, stigma and help-seeking separately, the 
current study examined a  
path model that was developed on the basis of current theories and 
empirical data. This model  
allowed all variables to be tested simultaneously. The findings showed that 
when all these variables  
are considered together, all paths were significant.    
The results of the current study suggest that there is no need to 
distinguish between younger  
(18-25) and older females (26-54) or rural and urban females in relation to 
help-seeking. Unlike  
some previous studies that showed that age may influence help-seeking 
(Oliver et al., 2005; Parslow  
& Jorm, 2000; Parslow & Jorm, 200 1; Sirey et al., 2001; Surgenor, 1985), 
this more comprehensive  
study found minimal age differences. Also, unlike some previous studies 
that showed that place of  
residence may influence help-seeking (Jorm, 1994; Parslow & Jorm, 200 0), 
this study found no  
place of residence differences.  Again it is argued that either recent 
social changes or the  
comprehensive nature of the model has contributed to its applicability to 
all major age and resident  
cohorts.  
The results of the current study are valuable as they clarify some of the 
contradictory  
findings of previous research regarding the relative importance of 
different psychological factors as  
predictors of professional help-seeking for females. The current study is 
also valuable in that the  
final model has implications for females seeking professional mental health 
services for a mental  
health disorder. It highlights the importance of focusing help-seeking on 
females in general, and not  
differentiating between females aged 18 to 54 years, nor females located in 
urban or rural areas.   
The results relating to the direct and mediation effects highlight the 
importance of both  
human relatedness and stigma.  Human relatedness involves maintaining 
social relationships and  
achieving belonging.  The current research is the first to show that sense 
of belonging is important in  
the help-seeking process for females.  Possessing the motivation and desire 
to seek relationships  
Professional Help-Seeking Among Women   110 
with others is a precondition for the experience of belonging (Bailey & 
McLaren, 2005; Hagerty &  
Williams, 1999).  Only when individuals encounter the feelings of being 
within a relationship, can  
the effect of belonging be recognised.  Having high levels of sense of 
belonging and human  
relatedness facilitate the help-seeking process and increase the likelihood 
of a female seeking  
professional help for a psychological disorder. The model also indicated 
that the effects of human  
relatedness on help-seeking also work, at least in part, through severity 
of psychological distress and  
stigma.  Having low levels of human relatedness increases an individualâ€™s 
level of psychological  
distress. The model further indicated that the effects of severity of 
psychological distress on help- 
seeking work, at least in part through stigma. Individuals at this stage, 
with severe distress, either  
seek professional help or their level of distress increases their stigma. 
Finally, the model indicates  
that stigma results in the individual experiencing less human relatedness 
and less likelihood of  
seeking professional help. The model, therefore, reveals the complex 
interrelationships between  
these variables in the help-seeking process.   
   
4.9. Implications of Current Research  
Knowledge of the psychological and psychosocial factors that promote or 
impede a femaleâ€™s  
willingness to seek professional help can improve the capacity of mental 
health service providers to  
reach females who are not receiving the professional help they require.  
The findings of the current  
research have direct implications for mental health service providers in 
relation to prospective  
directions for prevention and intervention efforts that could reduce the 
psychological and  
psychosocial barriers to help-seeking for females.   
The current study indicated that sense of belonging â€“ antecedent 
positively predicted human  
relatedness.  The motivation and desire to belong is important to females 
and assists them in  
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achieving human relatedness. If a female does not feel that she possess the 
social skills or does not  
feel motivated to belong, it is likely that she will report lower levels of 
human relatedness and, in  
turn, higher levels of psychological distress, stigma and a reduced 
willingness to seek professional  
help. The current study also indicated that human relatedness directly 
predicted help-seeking and  
severity of psychological distress and stigma mediated the relationship 
between human relatedness  
and help-seeking.  This positive relationship between human relatedness and 
help-seeking is an  
important finding that contributes to current knowledge, as prior research 
has predominantly  
demonstrated a negative relationship.  The present study therefore suggests 
that human relatedness  
should be enhanced to improve professional help-seeking.  These findings 
have important  
implications for females.  If females achieve human relatedness, this will 
facilitate the help seeking  
process through symptom recognition and referral information. If females do 
not achieve human  
relatedness the severity of their distress is likely to increase which 
could either lead to help-seeking  
or increased stigma.  Increased stigma results in a reduced likelihood of 
seeking help and a  
diminution in human relatedness. Therefore, finding ways to enhance a 
femaleâ€™s relatedness through  
programs or activities is therefore vital.      
An increase in human relatedness could be accomplished by intervening in a 
number of  
different facets of the social environment.  These facets involve: 
enhancing the availability of social  
support within current social networks by developing stronger links to 
members of the current  
network, such as partners, family and friends, or by enhancing the 
individualâ€™s social skills;  
enhancing a sense of belonging by establishing and fostering close and 
marginal links between the  
individual and her community, such as work, sporting clubs, religious 
organisations, civic  
engagement; and finally by diminishing any negative connections between the 
individual and their  
social and community networks (Cohen, 2004; Keleher & Armstrong, 2005).     
Professional Help-Seeking Among Women   112 
Enhancing social support, by developing stronger links with current network 
members, such  
as partners and family, may involve improving the quality of current 
relationships.  This could be  
achieved through a prevention strategy which promotes positive couple and 
family relationships, by  
offering them more education, counselling and mediation (Outram et al., 
2004; Wolcott & Hughes,  
1999). A further way to enhance social support could involve improving or 
increasing friendships.   
This could be achieved through befriending programs. Befriending programs 
have been developed  
and implemented for people suffering from depression and they typically 
result in friendships that  
are qualitatively comparable to longer, naturally occurring friendships, 
and therefore they serve the  
same purpose (Jorm, 2005).    
Enhancing a sense of belonging, by establishing and fostering links with 
the community,  
could be achieved in a number of ways, including participation in the paid 
workforce, volunteering,  
home visiting programs, physical activity or being involved in a group.  A 
method to increase social  
integration and a sense of belonging in the community for females, could be 
to assist them to  
participate in the paid workforce.  This could be achieved by the 
government reducing the cost of  
child care and employers being more flexible in the hours that employees 
work.  Another approach  
to enhance a sense of belonging to the community would be for females to 
participate in volunteer  
work.  Volunteering offers individuals controlled opportunities to do 
voluntary work in their  
community (Department of Human Services, 2006; Keleher & Ar mstrong, 2005). 
In particular, a  
useful way of reducing stigma would be to do voluntary work with the 
mentally ill. Research has  
shown that engaging in meaningful volunteer work improves an individualâ€™s 
sense of belonging and  
social connectedness (Wheeler, Gorey, & Greenblatt, 1998).  A furthe r 
technique to enhance a sense  
of belonging to the community would be to implement home visiting programs 
by nurses and  
midwives, or parent training programs for socially disadvantaged mothers or 
mothers at risk of a  
mental health disorder (Barlow & Coren, 2002; Department of Human Services, 
2006; Hodnett &  
Professional Help-Seeking Among Women   113 
Roberts, 2004).  These programs aim to empower mothers, reduce the risk of 
postnatal depression,  
and also provide social support and friendship (Jane-Llopis et al., 2005; 
Keleher & Armstrong,  
2005).  Finally, a further way to enhance a sense of belonging to the 
community would be to  
encourage females, perhaps through the media, to participate in group 
physical activity or become a  
member of a club or church (Department of Human Services, 2006; Keleher & 
Armstrong, 2005).   
Human relatedness could also be enhanced by diminishing negative 
connections, which  
could be accomplished by teaching individuals skills, such as conflict 
resolution. In 2000, the  
Federal Government introduced a package that was intended to increase an 
individualâ€™s conflict  
resolution skills (Outram et al., 2004; Emerson, 2000). A similar package 
could be introduced at  
earlier stages of the life cycle, such as within schools.  This would 
certainly reduce some of the  
negative connections that individuals typically experience.     
The current study further indicated that severity of psychological distress 
directly and  
positively predicts help-seeking for some individuals. The recognition of 
symptoms as a mental  
health issue, facilitated by increasing severity and disability of the 
illness, ultimately facilitates the  
professional help seeking of females.  The findings therefore indicate that 
if females at risk were  
better able to recognise the symptoms of mood and anxiety disorders, and 
were aware of available  
effective treatments and where to locate them, then the number of females 
who seek professional  
help may significantly increase. Public awareness should therefore focus on 
the symptoms of anxiety  
and depression, the capacity to recognise particular disorders or different 
forms of psychological  
distress, the benefits of early treatment, and the paths to effective 
treatment. This could be achieved  
through mental health literacy, including self-help materials, media 
advertisements, campaigns and  
national initiatives (Jorm, Christensen, & Griff iths, 2006). Campaigns are 
effective in enhancing  
public awareness and knowledge and can also be used to screen individuals.  
A US campaign, The  
National Depression Screening Day, informed the public of depressive 
symptoms and effective  
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treatments for depression and also identified individuals who had failed to 
recognise that they were  
clinically depressed.  The campaign was effective in that it resulted in 
extensive media exposure and  
the screening of many individuals (Jacobs, 1995).     
National initiatives, such as Beyondblue, are also effective in enhancing 
public awareness  
and knowledge and also positively altering some beliefs (Jorm, Christensen, 
& Griffiths, 2005; Jorm  
et al., 2006). Research by Jorm et al. (2006) have confirmed that over an 
8-year-period, these types  
of campaigns have assisted in enhancing the Australian publicâ€™s ability 
to recognise symptoms of  
mental illnesses and also improved their beliefs about the effectiveness of 
different interventions.  
However, despite the improvements in the publicâ€™s beliefs about the 
effectiveness of different  
interventions, there are still vast differences between the publicâ€™s and 
professionalsâ€™ beliefs in  
relation to hospital admissions and antidepressant medication (Jorm, 2000; 
Jorm et al., 2006). In  
addition, despite the improvements in symptom recognition there are still 
many members of the  
public who are unable to correctly recognise mental health disorders (Jorm 
et al., 1997). A study by  
Jorm and colleagues (1997) found that only 39% of participants accurately 
(in agreement with a  
mental health professionalâ€™s diagnosis) used depression as a label. The 
failure to identify mental  
disorders and use labels accurately not only reduces the likelihood of 
seeking help but it also can  
cause problems for those individuals who do seek help, when they attempt to 
communicate their  
somatic symptoms to the GP (Jorm, 2000). It is therefore suggested that 
more campaigns and  
national initiatives be directed at females, including campaigns and 
initiatives for other common  
mental health disorders, such as anxiety.     
The current study also found that stigma directly and negatively predicts 
the help-seeking of  
females and also mediates the relationship between psychological distress 
severity and help-seeking  
for some females. The findings indicated that some females with severe 
psychological distress  
experience and perceive more stigma and are therefore less likely to seek 
professional help for their  
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distress. The findings further indicated that stigma can diminish levels of 
human relatedness.  
Persistent efforts by mental health professionals and the community to 
reduce the stigma related to  
seeking psychological help are therefore required. Corrigan and Penn (1999) 
identified education  
and contact as approaches that may reduce the stigma experienced by people 
with mental illnesses.   
Research has demonstrated that education can reduce stigma by providing the 
public with  
information so that they can make more educated decisions about mental 
health issues.  This could  
be achieved by enhancing the quality of the information offered in the 
media by involving  
professionals and specialists in the area (Jorm, 2000). It appears that at 
present, the media are still  
presenting mental disorders negatively, rather than normalising them.  
Hillert et al. (1999) conducted  
a survey of the Germany public.  The results indicated that only 17% of the 
participants had read  
about an individual with a mental disorder who continued to take their 
medication and lead a normal  
life.  The majority of participants reported that they had read about 
individuals with mental disorders  
who had committed violent crimes or had become addicted to prescription 
medications.  It is  
therefore important that the media, including journalists, television and 
cinema, reduce the negativity  
of mental disorders and attempt to normalise them (Jorm, 2000).    
Research has demonstrated that stigma can be further reduced when members 
of the  
community have contact with individuals who suffer from mental illness and 
who work and live  
with others in the community.  The community should be provided with 
opportunities to meet  
individuals with severe mental illnesses as a way of reducing stigma 
(Corrigan, 2004). In particular,  
if celebrities can publicly acknowledge their mental illnesses, their 
professional help-seeking and the  
effectives of this help, it can reduce the stigma associated with receiving 
psychological assistance  
even more (Judd et al., 2006). This helps to normalise mental illnesses and 
individuals are more  
likely to seek help when they see the problem they are experiencing as more 
common.  Also, as  
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more individuals â€œcome outâ€ with their mental il lnesses then everyone 
who has contact with them  
has the chance to put the mental illness in context.  
In general the findings support the need for mental health professionals to 
be aware of how  
different psychological factors contribute to a femaleâ€™s decision to seek 
help.  The results indicate  
that mental health professionals may need to educate females about the 
nature of professional help  
(e.g., a safe place to discuss their personal or emotional issues), the 
process and course of  
professional help, as well as the benefits and effectiveness of 
professional help. This education could  
occur through community-based discussions and education groups.  These 
outreach programs, as a  
minimum, would improve the communityâ€™s contact with mental health 
professionals, which may  
help increase the positive attitudes to help-seeking, and reduce the 
negative aspects of help-seeking.   
The challenge for mental health service providers is to offer mental health 
services in a way  
that empowers rather than weakens females. Strategies that increase 
information and education about  
mental illnesses, encourage females to seek professional help, provide 
contact with others who have  
mental illnesses and normalising mental illnesses can be valuable.  
  
4.10. Limitations of Current Research  
The results of this study confirm and extend existing data on professional 
mental health help  
seeking among females. A strength of the study is that it used SEM 
analysis, which eliminates  
potential measurement error by having multiple indicators per latent 
variable.  Despite the use of  
SEM, the findings and conclusions made in this study must be viewed 
cautiously in view of several  
limitations. First, the results are based exclusively on self-report 
measures and, therefore, biases in  
reporting are an issue. Second, as all the measures were obtained through 
self-rating, it is possible  
that the relations noted between these measures may partly reflect common 
method variance shared  
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by these measures. Future studies may wish to validate the results obtained 
here by using ratings  
from multiple sources (e.g., participants, partners, friends, and family). 
Third, whilst SEM  
procedures were applied, the study still involved a cross-sectional design 
with data collected  
concurrently, and therefore it is not possible to infer any causal 
relationship between variables.  
Fourth, as this study focused on psychological distress as indexed by 
depression and anxiety, it  
cannot be certain if these same relations will hold for other measures of 
psychological distress. Fifth,  
actual help-seeking behaviour was not measured, although this is consistent 
with most previous  
research on help seeking.  Researchers (Fischer & Farina, 1995; Vogel et 
al., 2005) have suggested  
that an important next step would be to measure the role of help-seeking 
factors on actual future  
help-seeking behaviour.  Sixth, as this study used a community sample of 
generally well-adjusted  
females, the extent to which the findings in this study can be generalised 
to other female groups,  
including females with current mental health disorders, is uncertain.   
In light of these limitations the current study presents an interesting 
picture of help-seeking  
for females.  As mental health disorders such as depression and anxiety are 
prevalent issues for the  
female population and many females do not seek help for these disorders, it 
is essential to obtain a  
sound understanding of the barriers and facilitators among females.  If 
these barriers and facilitators  
are identified, interventions can be implemented to increase the number of 
females seeking  
professional help for their mental health disorders.    
  
  
  
  
  
  
4.11. Conclusion and Future Research  
  
In conclusion, this study has explored a model of help-seeking among 
females in general,  
females of different ages and females of different places of residence.  
The overall results of this  
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study indicate that the final help-seeking model for females is applicable 
to urban and rural Victorian  
females between the ages of 18 and 54 years.    
In the current study the latent constructs that made up the model were all 
significant. Despite  
the literature indicating that these latent constructs are important in 
help-seeking, the number of  
constructs included in the present study was limited. Previous research has 
shown that many other  
factors, including treatment fearfulness (Kushner & Sher, 1989), e ducation 
(Parslow & Jorm, 2000),  
ethnicity (Kuo, Kwantes, & Towson, 2006), formally di agnosed or self-
identified mental health  
problem (Parslow & Jorm, 2000) and previous he lp-seeking (Halgin et al., 
1987; Surgenor, 1985),  
also predict help-seeking. Future research may therefore need to develop 
and test superior models  
that incorporate these other latent constructs, to completely understand 
the reasons for females  
avoiding professional help-seeking (Jorm et al., 2004; Parslow & Jorm, 
2000). Future research may  
also examine the current model from a longitudinal perspective, and for 
other female populations,  
such as community and clinic referred samples, older age groups or more 
remote locations. It would  
also be useful to focus future research on stigma. A longitudinal study 
which examined two similar  
communities before and after a campaign dedicated to reducing stigma was 
delivered in one, while a  
more generalised mental health campaign was offered in the other, would be 
an ideal way to assess  
the apparent importance of stigma in the current model.  Such a study would 
also allow c ausal links  
to be pursued.  
Professional help-seeking for mental health disorders in females is a 
significant issue that  
needs to be addressed more comprehensively. The large percentage of females 
who do not seek help  
for their psychological distress is a significant reason for researchers to 
continue to work to  
understand the reasons why females do not participate in professional help-
seeking. The current  
research provides a strong base for future research to build on and shed 
light on this issue.  The  
findings of this study lend strong support for the proposed model of help-
seeking and this model  
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should be used for females to achieve higher levels of professional mental 
help-seeking for prevalent  
mental health disorders, such as depression and anxiety. It is essential 
that every effort is made to  
ensure that professional help-seeking occurs and subsequently the 
prevalence of mental health  
disorders are reduced.  
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Appendix A  
  
Plain Language Statement â€“ Cover Letter  
  
U n i v e r s i t y of Ballar at  
Plain Language Statement and Informed Consent  
Invitation to Participate In Research:  
  
â€œ Development and Testing of a Model for Help-Seeking Among Womenâ€   
  
Dear Potential Participant,  
  
Thank you for your interest in this research being conducted by Renee 
VanDerHorst under the  
supervision of Dr Suzanne McLaren at the University of Ballarat, Mt.Helen 
campus.  This study will  
examine if help-seeking for psychological distress is different for women 
of different ages and  
different places of residence. The information that is being collected will 
provide important  
information in understanding the psychological distress and help seeking of 
women and hopefully  
will alert the community and health professionals to the importance of 
future intervention in this  
area.    
  
If you volunteer to participate in this research you will be asked to fill 
out a questionnaire on your  
background information as well as nine questionnaires.  These 
questionnaires cover such areas as  
psychological distress, human relatedness, perceived stigma and help 
seeking.  These questionnaires  
will ask such questions as I show others when I care about them? Or I wish 
I could be as happy as  
others seem to be?  This research  is anonymous and, therefore, you are not 
required to disclose your  
name.  All the information you share will be kept confidential. When your 
anonymous  
questionnaires are completed and returned they will form a larger database 
from which only group  
data will be reported. Your individual results will not be reported and 
none of the information that  
you supply in this study will be able to be traced or linked back to you in 
anyway.  
  
Should you choose to participate, you will be asked to complete the 
questionnaires. This will take  
approximately 25 minutes to complete and it is very important that you 
answer each question as  
truthfully as possible for the research to be of significance. Due to the 
sensitive nature of some of the  
questions you will not be required to complete a consent form (which would 
reveal your name).  
Instead, completing and returning the questionnaire is an indication that 
you understand the nature of  
the research and that you are freely volunteering to participate in the 
research.    
  
You may withdraw your participation now or at any other time whilst 
completing the questionnaire  
(particularly if you are experiencing distress).  However, please 
understand that once you have  
returned the completed questionnaire, it will be impossible to identify 
your anonymous questionnaire  
among the larger pool and, therefore, withdrawal at this stage will not be 
an option.    
  
You are encouraged to discuss any questions that you may have during or at 
the conclusion of these  
questionnaires with your doctor or general practitioner (GP) or the 
researchers Mrs Renee  
VanDerHorst and Dr Suzanne McLaren.  Should you prefer to discuss your 
questions anonymously,  
Lifeline is available 24 hours a day (telephone 131 114 for the cost of a 
local call or free call 1300  
651 251).  
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Thank you for considering to participate in this research.  
  
Dr Suzanne McLaren- Principal Researcher Mrs Renee VanDerHorst â€“ Student  
(03) 5327 9628 Researcher  
E-mail: s.mclaren@ballarat.edu.au    
   
  
Note: Should you (i.e. the participant) have any concerns about the conduct 
of this research project, please contact the  
Executive Officer, Human Research Ethics Committee, Scholarship and 
Educational Development Services Branch,  
University of Ballarat, PO Box 663, Mt Helen  VIC  3353.   Telephone:  (03)  
5327 9765.  
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Appendix B  
  
Demographics Page  
  
B a c kg r o u n d Info rma t i o n  
  
Thank you for volunte e r i n g to part i ci p a t e in this resea rch.  
  
Please read and comple t e the fo llowi n g question s regardin g your 
backgrou n d .  Do not give  
your name or includ e any other specif i c pers onal information that could 
identify you.  
  
1.  What is your gender?   ? Male ? Female  
  
2.  What is your age?                ___________________________________  
  
3.  Suburb, State and Postcode   
     of usual residence?     ____________________________________  
  
4. How long have you resided at   
    this postcode?      ___________________________________    
5. What is your relationship status?  ? Single      ? Married  
      ? DeFacto      ? Divorced/Separated  
? Widowed      ? Same Sex Relationship  
      Other (please state) ___________________  
  
6.  Number of children? (if any):  ____________________________________  
  
7.  Number of grandchildren? (if any): ____________________________________  
  
8.  Highest Education Level Achievement  ?  Primary School  
      ?  Secondary School   
? TAFE/Trade Certificate  
? University â€“ Undergraduate Degree  
? University â€“ Postgraduate Degree  
Other: ___________________________  
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9.  Current employment status:  ? Employed (Full Time)(please specify job)   
          _______________________________  
? Employed (Part Time/Casual)  
    ________________________________  
?  Home Duties  
      ?  Workcover   
? Unemployed  
? Retired  
? Other (please specify)  
_________________________________  
  
10. Do you attend church or other religious ceremonies?  
      ? Not at all  
      ? Occasionally  
      ? Often  
      ? Frequently  
  
11. Please indicate on the scale below how religious do you consider 
yourself to be:  
 0      5     10  
    ______________________________________________________________  
Not Religious          Religious    Very Religious   
  
  
Househol d Income Before Tax Per Year:   
? $5,000 - $10,000           ? $11,000 - $20,000   
? $21,000 - $30,000           ? $31,000 - $40,000   
? $41,000 - $50,000           ? $51,000 +   
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Experie n c e with Profes s i o n a l Psycho l o g i c a l Help   
Are you currently receiving professional psychological help?   Yes ?     No 
?  
If yes, how effective do you think this professional psychological help is?   
 0           5              10  
 |_____________________|_____________________|  
Not Effective              Very Effective      
         
  
If yes, how satisfied are you with this professional psychological help?  
 0           5              10  
 |_____________________|_____________________|  
   Unsatisfied                   Very Satisfied  
  
If yes, approximately how far did you have to travel to access this 
professional psychological help?    
____ km  
  
Have you received professional psychological help in the past?   Yes ?     
No ?  
If yes, how long ago?      ____ years ago  
If yes, how effective do you think this professional psychological help 
was?  
           0           5              10  
 |_____________________|_____________________|  
Not Effective              Very Effective   
   
If yes, how satisfied were you with this professional psychological help?  
            0           5              10  
 |_____________________|_____________________|  
   Unsatisfied                   Very Satisfied  
  
If yes, approximately how far did you have to travel to access this 
professional psychological help?  
___ km  
  
If yes, were you living in a rural area when accessing this professional 
psychological help?   
Yes ?     No ?  
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Appendix C  
  
Social Support Subscale of the Coping Resources Inventory  
  
This scale consists of 13 items.  Please read each item carefully, then 
circle the one answer for  
each item which most applies to you over the past few weeks, using the 
following scale:  
        1                            2            3       4  
                            
    Never or          Sometimes        Often          Always or  
   Rarely                   Almost Always  
  
1.  I am comfortable with the number of friends I have 1 2 3  4  
  
2.  I am comfortable talking to strangers   1 2 3 4  
   
3.  I am part of a group, other than my family,   
     which cares about me      1 2 3 4  
  
4.  I show others when I care about them   1 2 3 4  
  
5.  I encourage people to talk about their feelings  1 2 3 4  
  
6.  I initiate contact with people    1 2 3 4  
  
7.  I confide in my friends     1 2 3 4  
   
8.  I want to be of service to others    1 2 3 4  
  
9.  I enjoy being with people     1 2 3 4  
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10.  I get along well with others    1 2 3 4  
  
11.  Other people like me     1 2 3 4  
  
12.  I feel that no one cares about me    1 2 3 4  
  
13.  I am shy       1 2 3 4  
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Appendix D  
  
The Sense of Belonging Instrument (SOB)   
  
This scale consists of 33 items.  Please read each item carefully, then 
circle the one answer for  
each item which most applies to you, using the following scale:  
  
         1      2            3       4  
  
         Strongly  Disagree        Agree  Strongly  
        Disagree       Agree  
  
  
1. I often wonder if there is any place on where I really fit in  1 2 3 4  
2. I am just not sure if I fit in with my friends  1 2 3 4  
3. I would describe myself as a misfit in most social situations  1 2 3 4  
4. I generally feel that people accept me  1 2 3 4  
5. I feel like a piece of a jigsaw puzzle that doesn't fit into the puzzle 
1 2 3 4  
6. I would like to make a difference to people or things around me, but I 
don't   
    feel that what I have to offer is valued. 1 2 3 4  
  
7. I feel like an outsider in most situations  1 2 3 4  
8. I am troubled by feeling like I have no place in this world  1 2 3 4  
9. I could disappear for days and it wouldn't matter to my family  1 2 3 4  
10. In general, I don't feel a part of the mainstream of society  1 2 3 4  
11. I feel like I observe life rather than participate in it  1 2 3 4  
12. If I died tomorrow, very few people would come to my funeral  1 2 3 4  
13. I feel like a square peg trying to fit into a round hole  1 2 3 4  
14. I don't feel that there is any place wher e I really fit in this world  
1 2 3 4  
15. I am uncomfortable knowing that my background and experiences are so   
     different from those who are usually around me  1 2 3 4  
  
Professional Help-Seeking Among Women   155 
16. I could not see or call my friends for days and it wouldn't matter to 
them 1 2 3 4  
17. I feel left out of things  1 2 3 4  
18. I am not valued by or important to my friends 1 2 3 4  
19. It is important to me that I am valued or accepted by others  1 2 3 4  
20. In the past, I have felt valued and important to others  1 2 3 4  
21. It is important to me that I fit in somewhere in this world  1 2 3 4  
22. I have qualities that can be important to others 1 2 3 4  
23. I am working on fitting in better with those around me  1 2 3 4  
24. I want to be a part of things going on around me  1 2 3 4  
25. It is important to me that my thoughts and opinions are valued  1 2 3 4  
26. Generally, other people recognise my strengths and good points 1 2 3 4  
27. I can make myself fit in anywhere  1 2 3 4  
28. All of my life I have wanted to feel like I really belonged somewhere 1 
2 3 4  
29. I don't have the energy to work on being apart of things  1 2 3 4  
30. Fitting in with people around me matters a great deal  1 2 3 4  
31. I feel badly if others do not value or accept me  1 2 3 4  
32. Relationships take too much energy for me  1 2 3 4  
33. I just don't feel like getti ng involved with people  1 2 3 4  
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Appendix E  
  
The Depression Anxiety and Stress Scale (DASS)  
  
This scale consists of 24 items.  Please read each item carefully, then 
circle the one answer for  
each item which most applied to you over the past few weeks, using the 
following scale:  
  
         0      1            2       3  
  
  Did not apply        Applied to me    Applied to me a    Applied to me  
  to me at all          some of the time    good part of the time     most 
of the time  
  
1. I found myself getting upset by trivial things 0 1 2 3  
  
2. I was aware of dryness of my mouth 0 1 2 3  
  
3. I couldnâ€™t seem to experience any positive feelings at all  0 1 2 3  
  
4. I experienced breathing difficulty (e.g., excessively   
    rapid breathing in the absence of physical exertion 0 1 2 3  
  
5. I just couldnâ€™t seem to get going 0 1 2 3  
  
6. I tended to over-react to situations 0 1 2 3  
  
7. I had a feeling of shakiness (e.g., legs going to give way) 0 1 2 3  
  
8. I found it difficult to relax 0 1 2 3  
  
9. I found myself in situations that made me so anxious I was  
    most relieved when they ended 0 1 2 3  
  
10. I felt that I had nothing to look forward to 0 1 2 3  
  
11. I found myself getting upset rather easily 0 1 2 3  
  
12. I felt that I was using a lot of nervous energy 0 1 2 3  
  
13. I felt sad and depressed 0 1 2 3  
  
14. I found myself getting impatient when I was delayed in  
      any way (e.g., lifts, traffic lights, being kept waiting) 0 1 2 3  
  
15. I had a feeling of faintness 0 1 2 3  
  
16. I felt I had lost interest in just about everything 0 1 2 3  
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Reminder:  Please read each item carefully, then circle the one answer for 
each item which most  
applied to you over the past few weeks, using the following scale:  
  
         0      1            2       3  
  
  Did not apply        Applied to me    Applied to me a    Applied to me  
  to me at all          some of the time    good part of the time     most 
of the time  
  
  
  
17. I felt I wasnâ€™t worth much as a person 0 1 2 3  
  
18. I felt I was rather touchy 0 1 2 3  
  
19. I perspired noticeably (e.g., hands sweaty) in the absence   
      of high temperatures or physical exertion 0 1 2 3  
  
20. I felt scared without any good reason 0 1 2 3  
  
21. I felt that life wasnâ€™t worth living 0 1 2 3  
  
22. I found it hard to wind down 0 1 2 3  
  
23. I had difficult swallowing 0 1 2 3  
  
24. I couldnâ€™t seem to get any enjoyment out of the things   
      I did  0 1 2 3  
  
25. I was aware of the action of my heart in the absence of   
      physical exertion (e.g., sense of heart rate increase, heart   
      missing a beat) 0 1 2 3  
  
26. I felt down hearted and blue 0 1 2 3  
  
27. I found that I was very irritable 0 1 2 3  
  
28. I felt I was close to panic 0 1 2 3  
  
29. I found it hard to calm down after something upset me 0 1 2 3  
  
30. I feared that I would be â€œthrownâ€ by some trivial but  
      unfamiliar task 0 1 2 3  
  
31. I was unable to become enthusiastic about anything 0 1 2 3  
  
32. I found it difficult to tolerate interruptions to what I   
      was doing 0 1 2 3  
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Reminder:  Please read each item carefully, then circle the one answer for 
each item which most  
applied to you over the past few weeks, using the following scale:  
  
         0      1            2       3  
  
  Did not apply        Applied to me    Applied to me a    Applied to me  
  to me at all          some of the time    good part of the time     most 
of the time  
  
  
  
33. I was in a state of nervous tension 0 1 2 3  
  
34. I felt I was pretty worthless 0 1 2 3  
  
  
35. I was intolerant of anything that kept me from getting on  
      with what I was doing 0 1 2 3  
  
36. I felt terrified 0 1 2 3  
  
37. I could see nothing in the future to be hopeful about 0 1 2 3  
  
38. I felt that life was meaningless 0 1 2 3  
  
39. I found myself getting agitated 0 1 2 3  
  
40. I was worried about situations in which I might panic   
      and make a fool of myself 0 1 2 3  
  
41. I experienced trembling 0 1 2 3  
  
42. I found it difficult to work up the initiative to do things 0 1 2 3  
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Appendix F  
  
The General Health Questionnaire - 12 (GHQ-12)  
  
This scale consists of 12 items.  Please read each item carefully, then 
circle the one answer  
for each item which most applies to you over the past few weeks:  
  
  
During the Past FEW WEEKS have you:   
  
1. been able to concentrate  Better  Same Less Much less  
    on whatever youâ€™re doing? than usual as usual than usual than usual  
    
2. lost much sleep over  Not  No more Rather more Much more  
    worry? at all than usual than usual than usual  
  
3. felt that you are playing   More so  Same Less useful Much less  
    a useful part in things? than  usual as usual than usual useful  
  
4. felt capable of making  More so  Same Less so Much less  
    decisions about things? than usual as usual than usual capable  
  
5. felt constantly under  Not No more Rather more Much more  
    strain? at all than usual than usual than usual  
  
6. felt you couldnâ€™t overcome  Not  No more Rather more Much more  
    your difficulties? at all than usual than usual than usual  
  
7. been able to enjoy your   More so Same Less so Much less  
    normal day-to-day activities? than usual as usual than usual than usual  
  
8. been able to face up to  More so  Same Less able Much less  
    your problems? than usual as usual than usual able  
  
9. been feeling unhappy and  Not   No more Rather more Much more  
    depressed? at all than usual than usual than usual  
  
10. been losing confidence   Not  No more Rather more Much more  
      in yourself? at all than usual than usual than usual  
  
11. been thinking of yourself  Not   No more Rather more Much more  
      as a worthless person? at all than usual than usual than usual  
  
12. been feeling reasonably   More so  Same  Less so Much less  
      happy, all things considered?       than  usual        as usual than 
usual than usual 
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Appendix G  
  
The Stigma Scale for Receiving Psychological Help (SSRPH)  
  
This scale consists of 5 items.  Please read each item carefully, then 
circle the one answer for each  
item which most applies to you, using the following scale:  
  
            0        1               2           3  
  
          strongly              disagree          agree      strongly  
         disagree                                 agree  
  
  
1. Seeing a psychologist for emotional or interpersonal   
    problems carries social stigma.     0 1 2 3  
     
2.  It is a sign of personal weakness or inadequacy to see   
    a psychologist for emotional or interpersonal problems.  0 1 2 3  
    
3.  People will see a person in a less favourable way if   
     they come to know that he/she has seen a psychologist.  0 1 2 3  
  
4. It is advisable for a person to hide from people that   
    he/she has seen a psychologist.       0 1 2 3  
  
5. People tend to like less those who are receiving   
professional psychological help.            0 1 2        3 
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Appendix H  
  
Devaluation-Discrimination Scale (DDS)  
  
This scale consists of 12 items.  Please read each statement carefully, and 
then circle one response  
for each statement which you most agree with, using the following scale:  
  
       1       2           3             4                          5                     
6  
  
    
Strongly     Agree                 Agree        Slightly             
Disagree        Strongly   
              Agree                                         slightly              
disagree                                   disagree  
  
1. Most people would willingly accept a former psychiatric patient as a 
close friend   1   2   3 4   5   6  
2. Most people believe that a person who has been in a psychiatric hospital 
is just  
    as intelligent as the average person 1   2   3 4   5   6  
3. Most people believe that a former psychiatric patient is just as 
trustworthy as the  
    as the average citizen 1   2   3 4   5   6  
4. Most people would accept a fully recovered former psychiatric patient as 
a teacher  
    of young children in a public school 1   2   3 4   5   6  
5. Most people feel that entering a psychiatric hospital is a sign of 
personal failure 1   2   3 4   5   6  
6. Most people would not hire a former psychiatric patient to take care of 
their   
    children, even if her or she had been well for some time 1   2   3 4   
5   6  
7. Most people think less of a person who has been in a psychiatric 
hospital 1   2   3 4   5   6  
8. Most employers will hire a former psychiatric patient if he or she is 
qualified  
    for the job 1   2   3 4   5   6  
9. Most employers will pass over the application of a former psychiatric 
patient  
    in favour of another applicant 1   2   3 4   5   6  
10. Most people in my community would treat a former psychiatric patient 
just  
      as they would treat anyone 1   2   3 4   5   6  
11. Most young people would be reluctant to date someone who has been   
      hospitalised for a serious psychiatric disorder 1   2   3 4   5   6  
12. Once they know a person was in a psychiatric hospital, most people will 
take  
      his or her opinions less seriously 1   2   3 4   5   6  
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 Appendix I  
  
The Attitudes Toward Seeking Professional Psychological Help Scale 
(ATSPPHS)  
  
This scale consists of 10 items.  Please read each item carefully, then 
circle the one answer for  
each item which most applies to using the following scale:  
  
            1        2               3           4  
  
          Disagree               Partly            Partly                 
Agree  
                         Disagree          Agree               
  
1. If I believed I was having a mental breakdown, my first   
    inclination would be to get professional attention.   1 2 3 4  
  
2. The idea of talking about problems with a psychologist   
    strikes me as a poor way to get rid of emotional conflicts. 1 2 3 4  
    
3.  If I were experiencing a serious emotional crisis at this   
     point in my life, I would be confident that I could find   
     relief in psychotherapy.      1 2 3 4  
  
4. There is something admirable in the attitudes of a person   
    who is willing to cope with his or her conflicts and fears   
    without resorting to professional help.      1     2    3 4  
  
5. I would want to get psychological help if I were worried   
    or upset for a long period of time.     1 2 3 4  
  
6. I might want to have psychological counselling in the   
    future.        1 2 3 4  
  
7. A person with an emotional problem is not likely to solve   
    it alone; he or she is likely to solve it with professional help. 1 2 3 
4  
  
8. Considering the time and expense involved in psychotherapy,   
    it would have doubtful value for a person like me.  1 2 3 4  
  
9. A person should work out his or her own problems; getting   
    psychological counselling would be a last resort.   1 2 3 4  
  
10. Personal and emotional troubles, like many things, tend   
      to work out by themselves.     1 2 3 4  
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Appendix J  
  
The Attitudes Toward Professional Mental Health Services Scale (ATPMHSS)  
  
This scale consists of 15 items.  Please read each item carefully, then 
circle the one answer for  
each item which best represents your attitude toward seeking  professional 
mental health services  
from a mental health professional for the following concerns or problems:  
  
  
       1        2     3             4                5                   6                      
7  
  
    
Not at all                                          Somewhat           
Extremely       
              helpful                        helpful                                                     
helpful  
              
1.  If I had problems with anxiety (i.e., nervousness), professional mental 
health services would be .  
    1         2          3          4          5          6          7  
     
2.  If I had problems with my memory, professional mental health services 
would be â€¦.    
    1         2          3          4          5          6          7  
  
3.  If I had trouble in a marital relationship, professional mental health 
services would be â€¦       
    1         2          3          4          5          6          7  
  
4.  If I had problems with anger, professional mental health services would 
be â€¦         
    1         2          3          4          5          6          7  
  
5. If I had parenting problems (i.e., non-compliance of children, 
parent/child conflict s) professional       
    mental health services would beâ€¦â€¦     
   1         2          3          4          5          6          7  
  
6.  If I had problems with depression, professional mental health services 
would be â€¦       
    1         2          3          4          5          6          7  
     
7. If I experienced serious problems at home (i.e., divorce, family member 
addicted to drugs or       
    alcohol, family member involved with gangs), professional mental health 
services would be â€¦   
   1         2          3          4          5          6          7  
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8. If I experienced problems with racism and discrimination, professional 
mental health services   
    would be â€¦  
   1         2          3          4          5          6          7  
    
9. If I had financial difficulties, professional mental health services 
would be â€¦   
   1         2          3          4          5          6          7  
  
10. If I experienced conflicts between my desires and my career choice, 
professional mental health   
      services would beâ€¦  
   1         2          3          4          5          6          7  
      
11. If I experienced difficulty adjusting to life, professional mental 
health services would beâ€¦      
   1         2          3          4          5          6          7  
    
12. If I experienced problems at work, professional mental health services 
would beâ€¦  
   1         2          3          4          5          6          7  
  
13. If I experienced problems with the law, professional mental health 
services would beâ€¦  
   1         2          3          4          5          6          7  
  
14. If I experienced disturbances with my sleep, professional mental health 
services would beâ€¦  
   1         2          3          4          5          6          7  
  
15. If I experienced significant levels of stress, professional mental 
health services would beâ€¦  
   1         2          3          4          5          6          7  
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Appendix K  
  
The Intentions to Seek Professional Mental Health Services Scale (ITSPMHSS)  
  
This scale consists of 15 items.  Please read each item carefully, then 
circle the one answer for  
each item which best indicates the likelihood that you will seek 
professional mental health services  
from a mental health professional if you had the following concerns or 
problems:  
  
      1        2     3             4                5                   6                      
7  
  
    
Not at all                                          Moderately          
Extremely       
              Likely                       Likely                                                   
Likely  
  
  
I would see k profess i o n a l mental  health services if I haveâ€¦.  
  
1.  Problems with anxiety (i.e., nervousness).  1        2        3        
4        5        6        7  
     
2.  Problems with my memory.   1        2        3        4        5        
6        7  
    
3.  Trouble in a martial relationship.   1        2        3        4        
5        6        7  
  
4.  Problems with anger.    1        2        3        4        5        6        
7  
  
5. Parenting problems (i.e., non-compliance of   
    children, parent/child conflicts).   1        2        3        4        
5        6        7  
  
6.  Problems with depression.    1        2        3        4        5        
6        7   
7.  Serious problems at home (i.e., divorce, family   
     member addicted to drugs or alcohol, family   
     member involved with gangs).   1        2        3        4        5        
6        7  
  
8. Problems with racism and discrimination.  1        2        3        4        
5        6        7  
  
9. Financial difficulties.    1        2        3        4        5        
6        7  
  
10. Conflicts between my desires and my   
      career choice.     1        2        3        4        5        6        
7  
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11. Difficulty adjusting to life.   1        2        3        4        5        
6        7  
  
12. Problems at work.     1        2        3        4        5        6        
7  
  
13. Problems with the law.    1        2        3        4        5        
6        7  
  
14. Disturbances with my sleep   1        2        3        4        5        
6        7  
  
15. Significant levels of stress   1        2        3        4        5        
6        7  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
Thank you for taking the time to complete this questionnaire.  You have 
made a valuable contribution to our  
knowledge of help seeking among women.  If you wish to seek support options 
should you be experiencing  
any concerns at any time now or after completing the questionnaire, you are 
encouraged to contact the  
resources listed on your letter of invitation (including Lifeline on 13 
1114 or 1300 651 251 to preserve your  
anonymity).  
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Abstract  
  
Australia has one of the highest prevalence rates for overweight and 
obesity in the world,  
particularly in the adult population. Research indicates that overweight 
and obesity is  
adverse because it is related to a range of severe psychosocial and medical 
health risks.  
Research has demonstrated that weight management programs that comprise a 
range of  
cognitive and behavioural strategies, as well as exercise and nutrition 
education, are the  
most effective programs at improving individualâ€™s healthy lifestyles and 
reducing his or  
her weight. The aim of the following research project was to evaluate the 
effectiveness of  
a six week Healthy Weight Management Program at the QEC Ballarat.  The 
program  
attempted to reduce the weight and improve the mental health status of two 
participants.   
Results indicated that both participants lost a considerable amount of 
weight and their  
BMIs decreased.  The results also indicated that, at the conclusion of the 
program, there  
had been a significant reduction in both participantsâ€™ levels of 
depressive and anxiety  
symptomatology, as well as one participantâ€™s overall level of distress.  
In summary, the  
overall results of this study indicate that the Weight Management Program 
at the QEC is  
effective in the short term, however, it is unclear from this current study 
if the program is  
effective over a longer period.  Future research should, therefore, 
investigate the  
programâ€™s long-term effectiveness.    
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  Australia has one of the highest prevalence rates for overweight and 
obesity in the  
world, particularly among the adult population (Jackson, Ball, & Crawford, 
2001;  
Sharman, 2004).  Research indicates that 48% of males and 30% of females 
are  
overweight.  The survey further indicates that an additional 19% of males 
and 22% of  
females are obese (Thorburn, 2000).   
      Obesity is a major health problem in Australia, and it is expected to 
increase at a  
growing rate (Jackson et al., 2001).  Jackson and colleagues (2001) 
conducted a study to  
investigate weight changes in the Australian adult population.  The study 
was a cross- 
sectional study with 10,624 randomly selected adults.  The results found 
that, in the  
previous 12 months, relatively few participants had reduced their weight 
and, 35% of  
participants reported a continuing increase in their weight.  The study 
also found that  
there were gender differences and weight differences in relation to weight 
increases, with  
females and those already overweight, more likely to report a recent weight 
increase.   
The study, therefore, indicates that the percentage of overweight and obese 
adults in  
Australia is increasing, and that more women are becoming overweight over 
time  
compared to men.    
      The increasing prevalence of obesity is believed to be the result of 
a combination  
of a rise in dietary consumption and a rise in sedentary lifestyles 
(Jackson et al., 2001).  
This is because gradual weight gain and subsequent obesity occurs when the 
energy  
intake from food and drink exceeds the energy expenditure from physical 
activity (Gill,  
2002).  
      The International Obesity Task Force has defined obesity as an excess 
of body fat,  
and has suggested that a diagnosis of obesity be based on specific age and 
body mass  
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index (BMI) cut off points (World Health Organisation, 1998).  These obese 
cut-off  
points are based on the BMI when health risks increase significantly (Baur, 
2002; Bellizi  
& Dietz, 1999; World Health Organisation, 1998).  For adults in the 19 to 
34 year old age  
range, a BMI of 25 and over is classified as obese and, for adults in the 
35 years and  
older age range, a BMI of 27 and over is classified as obese (Consumersâ€™ 
Research  
Magazine, 1995).  
      Research indicates that obesity is adverse because it is related to a 
range of severe  
psychosocial and medical health risks (Consumersâ€™ Research Magazine, 
1995).  
Psychosocial health risks of obesity include low self-esteem and depression 
(Consumersâ€™  
Research Magazine, 1995). The medical health risks associated with obesity 
in adults  
include elevated cholesterol and blood pressure as well as a range of 
orthopaedic,  
respiratory, gastrointestinal, sleep and metabolic complications (Gill, 
2002).   
      Research has also found that overweight and obese adults are at a 
significant risk  
of developing Type 2 diabetes mellitus and cardiovascular disease (Chan, 
Rimm, Colditz,  
Stampfer, & Willett, 1994; Colditz, W illett, Rotnitzky, & Manson, 1995; 
Gill, 2002).   
The National Health and Medical Research Council of Australia report that 
about 66% of  
type II diabetes diagnoses, 22% of coronary heart disease diagnoses and 29% 
of  
hypertension diagnoses in Australia are the consequence of obesity (Gill, 
2002). Further,  
the risk of ill-health continues to increase in those who already have a 
high BMI, if their  
weight continues to increase (Gill, 2002). Obesity in adulthood is 
associated with all the  
related health risks, with the most severe outcome being mortality (Baur, 
2004; Guo &  
Chumlea, 1999; Must, Jacques, Dallal, Bajema, & Dietz, 1992).   
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      Obesity has, therefore, been shown to be related to many chronic 
diseases that can  
result in premature illness and death.  Research strongly suggests that 
obese individuals  
who lose even comparatively small amounts of weight demonstrate major 
improvements  
to health (Consumersâ€™ Research Magazine, 1995; Gill, 2002).  Weight loss 
has been  
shown to decrease blood pressure (thus the risk of hypertension), reduce 
unusually high  
levels of blood glucose (related to diabetes), reduce the blood 
concentration levels of  
cholesterol and triglycerides (related to cardiovascular disease), decrease 
the risk of  
osteoarthritis of the weight-supporting joints, reduce sleep apnea, reduce 
the risk of  
depression and increase self-esteem (Consumersâ€™ Research Magazine, 1995; 
Gill, 2002).  
Research has shown that obese individuals who lose weight report that 
associated  
comorbidities are improved - their development is slowed, or their symptoms 
cease to  
exist (Consumersâ€™ Research Magazine, 1995; Gill, 2002). The prevention of 
weight gain  
or weight loss in high-risk groups has, therefore, been shown to be 
particularly effective  
in reducing or eliminating weight-associated illnesses (Gill, 2002).  
      Research has demonstrated, however, that many Australians report that 
their  
efforts to control their weight are typically ineffective, especially those 
Australians who  
are already overweight and are attempting to lose weight or prevent weight 
gain (Jackson  
et al., 2001).  Their attempts to control their weight may have been 
ineffective because  
they were focused on weight loss only, rather than good health, and perhaps 
they were  
using ineffective weight management strategies (Consumersâ€™ Research 
Magazine, 1995;  
Jackson et al., 2001).  The findings from most obesity management studies 
indicate that  
the most effective weight management programs include nutrition education, 
physical  
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activity and exercise, and cognitive and behavioural strategies (James, 
Folen, Garland, &  
Davis, 1997; Sharman, 2004).    
      Nutrition education is an essential component in weight management 
programs  
for overweight and obese individuals (Cogan & Rothblum, 1992; Maggio & Pi-
Sunyer,  
1997).  A study by Maggio and Pi-Sunyer (1997) found that programs that 
included only  
dietary management, such as calorie restriction, were ineffective for obese 
individuals.   
Research indicates that weight management programs are more effective if 
they include  
nutrition education, such as the harmful consequences of dieting, how to 
read food labels,  
and how to buy and prepare healthy food (Cogan & Rothblum, 1992).    
      Physical activity and exercise are also essential components in 
weight  
management programs for overweight and obese individuals.  Research 
indicates that  
participants who adhere to an exercise regimen demonstrate more weight loss 
and are  
able to maintain this weight loss better than individuals who do not adhere 
to an exercise  
regimen (Brownell, 1998; Kayman, Bruvold, & Stern, 1990). This was 
demonstrated in a  
study by Kayman and colleagues (1990) who followed up participants from an 
earlier  
weight loss program. The results of the study indicated that a total of 92% 
of those  
participants who maintained their weight loss were regularly exercising, 
relative to 34%  
of those participants who regained weight.  
      Whilst nutrition education, physical activity and exercise strategies 
are essential  
components in weight management programs for overweight and obese 
individuals, these  
strategies are less effective if they are not combined with cognitive and 
behavioural  
strategies. Davies (2004) designed and assessed a weight management program 
for obese  
individuals in Nottingham. The participants of the study included 200 
adults who were  
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between 18 and 65 years old.  The participants had a BMI greater than 30 
and CHD risk  
factors including hypertension and type 2 diabetes.  The weight management 
program  
consisted of seven weekly group sessions and four follow-up sessions.  The 
sessions  
involved education about food groups, alternative cooking techniques and 
physical  
activity.  The results of the study indicated that at the 12 month follow-
up, only 4% of the  
participants had a 10% weight loss and only 13% had a 5-10% weight loss.  
These  
results, therefore, suggest that very few participants actually lost weight 
from  
participating in this program. The study was limited, however, in that it 
did not discuss  
the outcome of the remaining participants.  It is unclear if the remaining 
83% of  
participants had a 1-4% weight loss, if their weight remained unchanged or 
if they  
actually gained weight.  However, in light of the reported results, the 
program may have  
been more effective and participants may have had more success if the 
program had  
included some cognitive and behavioural strategies.   
      Research has demonstrated that weight management programs that 
comprise a  
range of cognitive and behavioural strategies, as well as exercise and 
nutrition education,  
are the most effective programs at improving individualâ€™s lifestyles and 
reducing his or  
her weight (Birrer & Sedaghart, 2003; Nelson, Reiber & Boyko, 2002; Scheen, 
2003).  
The cognitive and behavioural strategies that are applied in weight 
management  
programs include an assessment of motivation, increasing social support, 
self-monitoring,  
goal setting, reward setting, problem solving, stimulus control training, 
and relapse  
prevention training (Cormier & Nurius, 2003; Kazdin, 2001; Wisotsky, 2003).  
The  
research suggests that programs that comprise a range of cognitive and 
behavioural  
strategies are more effective because they do not simply focus on weight 
loss but they  
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also change behaviours that are related to poor health outcomes and 
psychological  
distress (Wisotsky, 2003).    
      The effectiveness of a weight management program that comprises 
cognitive and  
behavioural strategies was demonstrated in a study by Riebe and colleagues 
(2003) who  
designed and implemented a multidisciplinary weight management program.  
The  
participants of the study included 144 overweight and obese adults.  The 
weight  
management program consisted of 12 weekly sessions.  The sessions involved 
healthy  
eating education, regular exercise and a cognitive-behavioural component.  
The results of  
the study indicated that participants experienced significant decreases in 
weight, body fat,  
BMI, cholesterol, and total calorie and energy consumption. The 
comprehensive  
cognitive-behavioural lifestyle program, therefore, appeared to be 
effective at promoting  
changes in exercise, dietary behaviours, weight loss and health.  
      Research has also indicated those healthy lifestyle weight management 
programs  
are effective at producing long-term changes.  A study by Riebe and 
colleagues (2005)  
examined the 2-year outcomes of a 6 month weight management program.  The 
study  
consisted of 144 overweight and obese adults who completed the 6 month 
program and  
were then evaluated at 6, 12 and 24 months.  The results of the study 
indicate that at the  
24 month follow-up participants had maintained statistically significant 
decreases in their  
weight and body fat.  The study, therefore, demonstrates that overweight 
and obese  
individuals who actively engage in a healthy-lifestyle weight management 
program may  
anticipate long term success.  
      The Healthy Weight Management Program at the Queen Elizabeth Centre 
(QEC)  
Ballarat is a comprehensive healthy lifestyle and weight management program 
that  
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comprises nutrition education, exercise and cognitive and behavioural 
strategies.  The  
program is for individuals with chronic health conditions who are 
overweight or obese.   
The program is operated by a multidisciplinary team including a 
psychologist, dietician  
and exercise therapist.  The program is referral based and clients are 
referred to the  
program by their general practitioner or allied health professional.  The 
clients pay a  
$50.00 administration fee for the program.  
      The aim of the following research project was to evaluate the 
effectiveness of a  
six week Healthy Weight Management Program at the QEC Ballarat.  The 
program  
attempts to reduce clientsâ€™ weight and improve their mental health 
status.  The first  
hypothesis was that at the conclusion of the program the participants would 
achieve a  
decrease in their weight and consequently their BMI, secondly, that 
participants would  
report improvements in their depressive and anxiety symptomatology, and 
thirdly that  
participants would report lower levels of distress.   
  
  
Method  
  
Participants  
  
      The sample consisted of two female participants.  The participants 
were both  
referred to the program by their general practitioners.  Participant A was 
a 51-year-old  
woman who had been diagnosed with type 2 diabetes and had a number of other 
health  
conditions including high blood pressure and arthritis. On the screening 
day, Participant  
A was 159 cm tall and weighed 111 kg.  These measurements indicate that her 
BMI  
equaled 43.8, which is in the Grade III severe obesity range.  
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      Participant B was a 45-year-old woman who has been diagnosed with 
type 2  
diabetes and breast cancer.  Other health conditions included high blood 
pressure,  
arthritis, lymphoedema and liver growth. On the screening day Participant B 
was 163 cm  
tall and weighed 101 kg.  These measurements indicate that her BMI equaled 
39.9, which  
is in the Grade II severe obesity range.  
      Participant B reported that she was married and both participants 
reported that  
their occupation involved home duties, Australia was their place of birth 
and English was  
their spoken language.  Six other participants were involved in the 
program, however,  
they did not complete the questionnaire packages either pre-test or post-
test for a number  
of reasons and, therefore, this report does not include their data.  
  
Measures  
  
      The questionnaires that are utilised in the program consist of the 
Screening  
Proforma, the Depression and Anxiety Scale, and the General Health 
Questionnaire  
(GHQ-30 item).    
      The Screening Profroma (Appendix A) is a survey developed by the QEC 
staff.   
The survey allows the psychologist to document the potential 
participantâ€™s demographic  
information, including the potential participantâ€™s name, address, phone 
number, current  
weight, ideal weight and realistic weight goal. The information around 
realistic weight  
goals are obtained because if participants have unrealistic weight goals 
that they are  
unable to achieve they may become disillusioned. The survey also allows the  
psychologist to screen the potential participants for their suitability for 
the program.  The  
clientâ€™s reasons for participation in the program are examined.  The 
clientâ€™s history of  
attempts at previous strategies and programs to lose weight is also 
examined and his or  
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her unsuccessful attempts at losing weight are discussed.   The clientsâ€™ 
beliefs about his  
or her present weight and his or her anticipated result subsequent to the 
program are also  
discussed.  Following the completion of the screening proforma, it is 
generally evident if  
a client is appropriate for the program.  This appropriateness is based on 
his or her goals  
being realistic, his or her motivation being adequate and his or her 
reasons to lose weight  
being acceptable.  If a client is considered to be unsuitable for the 
program, a referral is  
made to an alternative weight loss program that would better assist the 
client.  
      The Depression and Anxiety Scale (Appendix B) is a 10-item scale 
which was  
also developed by the QEC staff to explore the participantâ€™s self-
reported level of  
depressive and anxiety symptomatology. An example of the type of questions 
asked  
included â€œI have felt anxious and easily upset â€ and â€œI have felt sad 
and unhappyâ€.  Each  
item is rated on a 6-point Likert scale from 1 (All of the time) to 6 (None 
of the time).  A  
high score on this scale indicates a high level of anxiety and depressive 
symptomatology.   
This scale is for screening purposes and, therefore, no psychometric 
properties are  
available.  
       The General Health Questionnaire (Appendix C) is a 30-item self-
report  
questionnaire which measures an individualâ€™s current level of 
psychological distress  
(Goldberg, 1978).  An example of the type of questions asked includes 
â€œHave you  
recently been able to face up to your problems?â€ (Goldberg, 1978).  Each 
item is rated by  
the GHQ method which is a dichotomous scale with the first two columns 
scoring 0 and  
the second two columns scoring 1. Above the threshold score of 4/5 on this 
scale  
indicates a high level of psychological distress.  The General Health 
Questionnaire  
appears to be a valid and reliable measure with a test-retest reliability 
correlation of .72 to  
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.90 and an internal consistency co-efficient alpha of .88 to .91 (Goldberg, 
1978).  The  
construct validity of the scale has also been established (Goldberg, 1978).   
  
Procedure  
  
      The participants who were referred to the program were scheduled for 
a screening  
day.  On the screening day each participant was individually assessed by 
the probationary  
psychologist, dietician and exercise therapist to determine if they were 
suitable for the  
Weight Management Program.  The probationary psychologist conducted 30 
minute  
interviews with each participant.  During the interview the participants 
were required to  
complete the questionnaire package and the probationary psychologist then 
discussed the  
questionnaires with the participant and completed the Screening Proforma.  
This  
interview allowed the probationary psychologist to assess the 
participantâ€™s motivation  
and to address the participantâ€™s questions. The dietician also conducted 
30 minute  
assessments of each participant.  This assessment involved recording the 
participantâ€™s  
current weight and BMI, current diet, as well as any past and present 
medical conditions.  
The exercise therapist then assessed each participantâ€™s fitness level by 
conducting 30  
minute fitness assessments.  
      The participants who were considered suitable by the 
multidisciplinary team were  
scheduled to commence the Healthy Weight Management Program.  The program 
was  
delivered over a six week period with weekly three hour sessions. The first 
1.5 hours of  
the program were delivered by the psychologist and dietician.  The 
psychologist and  
dietician followed a structured session plan (Appendix D).  Although the 
session plan  
was structured, the amount of time devoted to each topic and the order of 
presentation  
could be changed depending on the groupâ€™s requirements. The sessions were 
informative  
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and interactive and comprised a CBT and educational component that assisted  
participants in becoming more informed about a healthy lifestyle and diet. 
The remaining  
1.5 hours involved an exercise program which was delivered by the exercise 
therapist.  
  
  
Results  
  
Participant A  
  
      As is evident in Figure 1, Participant A lost a total of 4.1 
kilograms over the six  
weeks of the program.  
  
104 
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Weight (kg) 
  
Figure 1.  Participant Aâ€™s cumulative weight loss over the six weeks of 
the program.  
  
  
      As is evident in the summary in Table 1 and Figure 2 below, 
Participant Aâ€™s BMI  
reduced by 1.6 from pre-program to post-program, however, the Obese Grade 
III  
category remained unchanged.  
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Table 1  
Participant Aâ€™s BMI on the Screening Day and at the Completion of the 
Program.  
________________________________________________________________________  
  
  Screening Day  Category Program Completion    Category  
  
Participant A           43.8       Obese Grade III                   42.2           
Obese Grade III  
  
________________________________________________________________________  
  
  
  
  
41 
41. 5 
42 
42. 5 
43 
43. 5 
44 
A s s es s W k 2 W k 4 W k 6 
W e e ks 1 to 6 
BMI 
  
Figure 2.  Participant Aâ€™s BMI over the six weeks of the program.  
  
  
  
      As is shown in Figure 3, Participant A demonstrated a reduction in 
the Depression  
and Anxiety Scale scores from 41 pre-program to 24 post-program, reflecting 
a decrease  
in her depressive and anxiety symptomatology by the conclusion of the 
program.  
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Figure 3.  The difference between the pre-program and post-program scores 
for the  
Depression and Anxiety Scale for Participant A.  
  
   
  
      Participant A reported a reduction in her level of distress, as 
measured by the  
GHQ-30, at the conclusion of the program (Figure 4).  At the beginning of 
the program  
Participant Aâ€™s level of distress was 10, which indicated that she was 
highly distressed,  
and it reduced to 0 at the conclusion of the program.  
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Figure 4 . The difference between the GHQ-30 pre-program and post-program 
scores for  
Participant A.  
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      In summary, Participant A had an overall reduction in both her weight 
and BMI,  
however, the BMI category of Obese Grade II remained unchanged.  
Participant A also  
reported a decrease in depressive and anxiety symptomatology and a 
clinically significant  
decrease in her level of distress at the conclusion of the program.  
  
Participant B  
  
      As is evident in Figure 5, Participant B lost a total of 11.9 
kilograms over the six  
weeks of the program.  
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Figure 5.  Participant Bâ€™s cumulative weight loss over the six weeks of 
the program.  
  
  
      From the summary in Table 2 and Figure 6 below, Participant Bâ€™s BMI 
reduced  
by 4.4 from pre-program to post-program, however, the Obese Grade II 
category  
remained unchanged.  
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Table 2  
Participant Bâ€™s BMI on the Screening Day and at the Completion of the 
Program.  
________________________________________________________________________  
  
  Screening Day  Category Program Completion    Category  
  
Participant B           39.9       Obese Grade II                   35.5           
Obese Grade II  
  
________________________________________________________________________  
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Figure 6.  Participant Bâ€™s BMI over the six weeks of the program.  
  
  
      As is shown in Figure 7, Participant B demonstrated a reduction in 
the Depression  
and Anxiety Scale scores from 41 pre-program to 13 post-program, reflecting 
a decrease  
in her depressive and anxiety symptomatology by the conclusion of the 
program.  
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Figure 7.  The difference between the pre-program and post-program scores 
for the  
Depression and Anxiety Scale for Participant B.  
  
   
      As is shown in Figure 8, Participant B reported no change in her 
level of distress,  
as measured by the GHQ-30, at the conclusion of the program.  At the 
beginning of the  
program Participant Bâ€™s level of distress was 0, which indicated that she 
was not  
distressed, and it remained at 0 for the duration of the program.  
0 
0. 1 
0. 2 
0. 3 
0. 4 
0. 5 
0. 6 
0. 7 
0. 8 
0. 9 
1 
pre pos t 
W e e ks 1 to 6 
GHQ-30 
  
Figure 8 . The difference between the GHQ-30 pre-program and post-program 
scores for  
Participant B.  
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      In summary, Participant B had an overall reduction in both her weight 
and BMI,  
however, her BMI remained in the Obese Grade II category.  Participant B 
also reported  
fewer symptoms associated with depression and anxiety and no change in her 
level of  
distress at the conclusion of the program.  
  
Discussion  
  
      It was hypothesised that the participants of the Healthy Weight 
Management  
Program would achieve a decrease in their weight and consequently their BMI 
at the  
conclusion of the program.  The results from both participants supported 
this hypothesis.   
Both participants lost a considerable amount of weight and their BMIs 
decreased,  
although both participantâ€™s BMI categories remained unchanged.  These 
results are  
consistent with previous research which suggests that if weight management 
programs  
for obese individuals comprise a range of cognitive and behavioural 
strategies, as well as  
exercise and nutrition education, they are effective at reducing an obese 
individualâ€™s  
weight and BMI (Birrer & Sedaghart, 2003; Nelson et al., 2002; Scheen, 
2003). Whilst  
both participantsâ€™ BMI categories remained unchanged, at the end of the 
program, it was  
anticipated that the participants would continue to lose weight, until they 
reached the  
point at which they would enter an improved BMI category.  Continued and 
maintained  
weight loss in overweight and obese individuals, who actively engage in 
healthy-lifestyle  
weight management programs, is consistent with previous research, which 
suggests that  
participants can anticipate long term success after completing such 
programs (Riebe et  
al., 2005).  
      The second hypothesis stated that participants would report 
improvements in their  
depressive and anxiety symptomatology at the conclusion of the program.  
The results  
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supported this hypothesis with both participants reporting a decrease in 
post-program  
depressive and anxiety symptomatology. The third hypothesis stated that 
participants  
would report lower levels of distress at the conclusion of the program.  
The results  
supported this hypothesis with a clinically significant reduction in post-
program distress  
reported by Participant A and no change reported by Participant B from her 
initial  
position free of distress. These results are consistent with prior research 
which indicates  
that obesity is associated with self-pity, social isolation, depression, 
and anxiety (Birrer &  
Sedaghat, 2003; Katch & McArdle, 1988; Sh arman, 2004). As there was a 
significant  
reduction in both participantsâ€™ weight and BMI after completing the 
program, given the  
results from prior research it is expected that there would also be a 
significant reduction  
in both participantsâ€™ level of depressive and anxiety symptomatology and 
their overall  
level of distress. Research also suggests that it is particularly difficult 
for an individual to  
lose weight unless they have managed personal underlying psychological 
issues  
(Sharman, 2004).  As there was a significant reduction in both 
participantsâ€™ levels of  
depressive and anxiety symptomatology, as well as one participantâ€™s 
overall level of  
distress, this suggests that their underlying psychological issues had been 
managed  
appropriately, which allowed them to lose weight.   
  
Limitations and Future Research  
      The results of the current study need to be considered with regard to 
a number of  
limitations.  The first limitation of the study is the nature of the 
questionnaires.  The  
questionnaires were all self-report questionnaires and, therefore, they 
were based on the  
participantâ€™s personal sentiments.  Participants may have, therefore, 
responded to these  
questions in a socially desirable way.  Also the majority of questionnaires 
utilised in the  
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program were developed by the QEC for screening purposes and, therefore, 
the  
psychometric properties for these scales are unknown.  
      The second limitation of the study is the sample size and sample 
composition.   
The sample consisted of only two female participants, whose data were used 
as case  
studies, and, therefore, the results can not be generalised to other 
individuals, particularly  
males.  The results, however, are most likely an accurate indication of 
weight  
management programs as prior research on comparable programs that included 
larger  
sample sizes have reported similar findings (Grieve & Vander Weg, 2003).  
      The third limitation of the study is the distinctiveness of the 
program that was  
evaluated.  The program was designed by the QE staff and, therefore, the 
results of this  
particular program can not be generalised to other weight loss programs.  
      The fourth limitation of the study is its short-term nature.  The 
present report only  
utilised data that were collected from the participants for the duration of 
the program,  
which was six weeks, and, therefore, the long-term results of the program 
are uncertain.   
Previous research on comparable programs has been inconsistent.   Some 
previous  
research suggests that participants experience long-term overall lifestyle 
changes and  
weight stability (Grieve & Vander Weg, 2003).  Other research suggests that 
individuals  
who lose 10% of their body weight typically regain 60% of this weight loss 
after one year  
and nearly 100% of this weight loss after five years (Consumersâ€™ Research 
Magazine,  
1995).  
  
Conclusion  
  
      In light of these limitations the current study suggests that the 
weight management  
program appears to be an effective program, in the short term anyway, for 
obese  
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individuals. Future research could evaluate the long term effectiveness of 
this program.  
As Australia has one of the highest prevalence rates for obesity in the 
world, it is  
essential to establish a weight management program that will effectively 
reduce an obese  
individualâ€™s weight, associated health complications, and concomitant 
psychological  
distress.    
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Appendix D   
  
Intervention Program  
  
Week 1  
      The program began with each person introducing themselves, including 
the  
probationary psychologist and the dietician.  The probationary psychologist 
then  
discussed with the group the purpose of the Healthy Weight Management 
Program and  
what the program would entail. The probationary psychologist also discussed 
with the  
group the significance of preserving confidentiality within the group, 
sharing the time  
that is offered each week to talk about personal successes and impediments 
and that  
participants should only contribute to the discussions at their own comfort 
level.  
      The probationary psychologist then introduced the change wheel to the  
participants and provided each participant with a diagram of the change 
wheel (Appendix  
E).  Each stage of the change wheel was discussed followed by a discussion 
of the link  
between an individualâ€™s thoughts, feelings and actions.  This idea was 
further  
demonstrated by drawing the change wheel on the whiteboard and using a 
participantâ€™s  
example. Participants were then asked to think about where they may fit on 
the change  
wheel in relation to their weight management.  It was acknowledged that 
they were in the  
â€œcommitment stageâ€ to â€œaction stageâ€ and were positively reinforced 
for this decision to  
change. Participants were then provided with another handout (Appendix F) 
which  
identified factors that can contribute to and aid in making lifestyle 
changes and factors  
which can impede making these changes.  
      The dietician then delivered the following half of the program.  The 
dietician  
began by introducing the nutrition pyramid and the recommended healthy 
eating  
program.  Participants were then provided with a program diary.  The 
program diary is  
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used to record all of the food and the serving sizes of the food that the 
participants  
consume within a given week.  The program diary is also used to record the 
amount of  
exercise that the participant completes each week.  The dietician informed 
the  
participants that each week they were required to bring their food diaries 
so that they  
could be reviewed.  A review of the food diaries involves an 
acknowledgement of  
successes and a discussion of impediments.    
      Participants then met with the exercise therapist to begin their 
exercise component  
of the program.  The exercise therapist also met with the participants at 
the conclusion of  
each session in the subsequent five weeks to assist the participants with 
their exercise  
programs.  The exercise programs were 1.5 hours in duration.  
  
Week 2  
      Before the program commenced the dietician weighed the participants.  
The  
session began by the dietician selecting a random day from the previous 
week, then  
drawing a pyramid on the whiteboard and filling in the pyramid for each 
participant with  
what they had consumed for that day. This information was obtained from the 
program  
diary that the participant had filled in for each day and then brought with 
them for the  
session.  This pyramid illustration allows participants to visualize what 
they have  
consumed on a given day and then discussion is commenced among the group to  
establish if the individualâ€™s pyramid meets the guidelines of the 
nutritional pyramid. If  
the individualâ€™s diet on that day did not meet the guidelines of the 
nutritional pyramid,  
there is further discussion around where additions or subtractions could be 
made from the  
individualâ€™s diet to meet this.  
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      The probationary psychologist asked participants to evaluate the 
previous week  
and to discuss any positive changes they had noticed as well as any 
impediments.  These  
changes were then discussed in relation to the change wheel, the link 
between the  
participantâ€™s thoughts, feelings and actions.  Participants who made 
positive changes  
were positively reinforced.  
      Participants were asked to identify their bodily cues that inform 
them that they are  
hungry compared to time, food, place, social and advertising cues of 
hunger.  To assist  
participants in identifying their bodily cues in relation to hunger they 
were informed of  
the hunger rating scale and were given a hunger and fullness handout 
(Appendix G). This  
scale allows participants to rate and become in tune with their hunger and 
fullness before  
they eat.  Each participant was given a diary (Appendix H) to record their 
hunger and  
fullness level for one day.  Participants were then given a handout 
(Appendix I) on  
â€œnormalâ€ eating and this was discussed in more detail.  
      The session was then concluded by the probationary psychologist 
discussing the  
importance of taking care of the body in other ways besides diet and 
exercise.  Ideas were  
brainstormed and written on the whiteboard.  The probationary psychologist 
then  
conducted a progressive muscle relaxation activity with the participants.  
  
Week 3  
      The dietician began by reviewing each participantâ€™s food diary.  
This involved  
demonstrating a random day from the preceding week on the white board to 
determine  
whether the participants were consuming and following a balanced and 
healthy diet from  
the nutritional food pyramid.    
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      The probationary psychologist then reviewed the participantâ€™s 
hunger rating scale  
homework. The participants brainstormed ideas for their personal non-hungry 
eating.   
This allowed the participants to become more aware of triggers to non-
hungry eating and  
to over eating.  Participants were also given a handout (Appendix J) that 
provided them  
with further ideas of why people are triggered to eat when they are not 
hungry or they are  
already full.  Participants were then given a handout (Appendix K) that 
provided them  
with more information in relation to eating with awareness.  Participants 
then  
brainstormed and recorded on a handout (Appendix L) what they could do 
instead of  
eating when they were not hungry.  
      The idea of self-talk was then discussed with the participants.  The 
participants  
were asked to use self-talk over the next week.  The participants were 
given examples of  
self-talk to use including, â€œI can have it if  I want, but do I really 
feel like it now?â€.  
      Participants then began considering ideas that may support them in 
preventing  
over eating.  If participants can implement different activities, this will 
assist them to  
interrupt the circular nature of their thoughts, feeling and actions.  
Participants were  
given a handout (Appendix M) that listed different activities that they 
might enjoy instead  
of non-hungry eating.  
  
Week 4  
      Before the program commenced the dietician weighed the participants.  
The  
session began by discussing the reported weight loss.  The dietician then 
reviewed each  
participantâ€™s food diary.  This involved demonstrating a random day from 
the preceding  
week on the white board to determine whether the participants were 
consuming and  
following a balanced and healthy diet from the nutritional food pyramid.    
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      The probationary psychologist then asked the participants to think 
about how their  
environment affects their health and the way they feel, and how this 
results in positive or  
negative feelings.  Social messages were then evaluated, including 
â€œalways provide food  
for your visitorsâ€ and â€œyou must finish what is  on your plateâ€.  
Participants were then  
encouraged to develop different messages to oppose these automatic social 
messages.  
This assists participants in understanding that they do not need to follow 
social norms.    
      Participants were then provided with a handout (Appendix N) which 
encouraged  
them to think about what the idea of weight loss means to them and think 
about what they  
are currently postponing until they have achieved their goal weight.  
Finally, the session  
concluded with the dietician discussing ways that favorite recipes can be 
altered, such as  
changing regular ingredients like fats, sugar and oils to healthier 
alternatives.  
  
Week 5  
      The session began by the probationary psychologist asking 
participants to select  
and discuss with the group an activity that they enjoyed in the previous 
week.   
Participants were positively reinforced for their activities, and 
encouraged to take care of  
themselves in other ways, in addition to their diet.  
      The probationary psychologist then discussed with the group the 
importance of a  
supportive environment.  Participants were given a handout (Appendix O) to 
think about  
things that are supportive to their health and things that are barriers to 
their health.  The  
probationary psychologist then discussed the importance of goal setting.  
Participants  
learnt that goals need to be realistic, achievable and specific.  
Participants were than  
asked to re-examine their current and future health goals and record their 
new goals in  
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their program diaries.  Participants then learnt about the value of 
providing suitable self- 
rewards for achieved goals.    
      The dietician then demonstrated how to prepare and cook a low fat 
recipe.  The  
session was concluded with a discussion on how to choose the healthiest 
alternatives  
when dining out.    
  
Week 6  
       Before the program commenced the dietician weighed the participants.  
The  
session began by reflecting on participantsâ€™ total accomplishments over 
the last six  
weeks.  These accomplishments involved better eating patterns, more 
physical activity  
and positive reinforcement for the collective adjustments. The probationary 
psychologist  
then discussed the possible psychological and physical rewards that 
participants may  
have observed since losing weight and implementing healthy lifestyle 
adjustments.  
      The probationary psychologist then discussed the significant notion 
of relapse.   
Participants were taught how to self-monitor so that they can identify if 
they are returning  
to previous behaviours.  Participants were also provided with information 
and strategies  
to implement in order to return to a healthy lifestyle, should they 
relapse.  The  
information and strategies they were provided with included goal setting, 
becoming alert  
to the circular nature of thoughts, feelings and actions, and the 
continuing utilisation of  
self-monitoring of food consumption.  Participants were then provided with 
a handout  
(Appendix P) and asked to record what they could do should they relapse.  
      The dietician concluded the session by discussing with the group 
ideas for  
overindulging.  The significance of continuing a healthy balanced lifestyle 
to increase  
feelings of general life satisfaction was also discussed.  Finally, 
participants were asked  
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to complete a program evaluation (Appendix Q) and a questionnaire package 
before  
leaving.  
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Abstract  
Students from preschool, and the early years of primary school, are 
reportedly continuing  
to display high rates (15%) of persistent patterns of externalising 
behaviour problems.  
Given the evidence that early externalising behaviours typically persist 
and develop into  
more chronic externalising behaviour disorders, it is important to provide 
children at risk  
with intervention strategies as early as possible. The aim of the following 
research project  
was to evaluate the effectiveness of a ten week â€œCool at School 
Togetherâ€ Program for  
children who are at risk of developing an externalising behaviour disorder.  
The program  
attempted to achieve an improvement in participantsâ€™ externalising 
behaviour by the  
conclusion of the program. The results indicated that the program was only 
partially  
successful. The current study suggests that the â€œCool at School 
Togetherâ€ Program  
appears to be ineffective at reducing most of these participantsâ€™ 
externalising behaviours.   
Explanations as to why the program may have been ineffective are discussed.  
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Every year classroom teachers are typically experiencing high rates (15%) 
of  
children whom they perceive to display persistent patterns of externalising 
behaviour  
problems (Rydell & Henricsson, 2004; Whelda ll & Beaman, 1998).  These high 
rates of  
externalising behaviour problems reflect the high prevalence of children 
who meet the  
diagnostic criteria for clinical externalising mental health disorders such 
as Oppositional  
Defiant Disorder (ODD) and Conduct Disorder (CD) (Tankersley & Kamps, 
1996).  This  
was demonstrated in a study by Sawyer and colleagues (2001), who examined 
the  
prevalence of mental health problems among 4,083, 4 to 17 year olds in 
Australia.  The  
results of the study indicate that 12.9% of the sample had externalising 
behaviour  
problems.  Of this sample, 3% met the diagnostic criteria for CD.  It was 
estimated from  
this prevalence rate that 95,000 children between the ages of 6 years and 
17 years in  
Australia would meet the diagnostic criteria for CD. This study, therefore, 
suggests that  
CD is prevalent at a relatively high level in the Australian child 
population.  
      Typically children who meet the diagnostic criteria for CD clearly 
display the  
symptoms by age 10 years.  However, the empirical literature indicates that 
the early  
symptoms of CD, such as aggressive and oppositional behaviours can be 
observed in  
children in their preschool years (Hill , Lochman, Coie, &  Greenberg, 
2004; Walker et al.,  
1998).  In fact, the literature indicates that these signs are often 
manifest by age three  
(Hayes & Richardson, 2004).   
      There is some research that suggests that early externalising 
behaviours, such as  
those that manifest by age three, can significantly improve with 
development (Tankersley  
& Kamps, 1996).  In general, however, rese arch demonstrates that early 
forms of  
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externalising behaviours are stable over time and are predictive of 
problems later in life.   
These problems include school withdrawal, substance abuse, felonies, 
antisocial  
personality, interpersonal problems, and poor physical health (Campbell, 
1994; Hill et al.,  
2004; McGee, Partridge, Williams, & Silva,  1991; Richman, Stevenson, & 
Graham,  
1982; Stormont, 2002; Webster-Stratton, 1993). A study by Richman and 
colleagues  
(1982) found that 67% of children with externalising behaviour problems at 
age 3  
continued to have these problems at age 8. Another longitudinal study by 
Hill, Coie, and  
Lochman (2004), with marginally older children, found that children in 
first grade with  
externalising behaviour problems continued to have these problems in their 
4th and 5th  
grades, suggesting that the long-term outlook for children with early 
externalising  
behaviour problems is poor (Webster-Stratton, 1993).   
      Given the evidence that early externalising behaviours typically 
persist and may  
develop into more chronic externalising behaviours, it is important to 
provide children at  
risk with intervention strategies as early as possible (Stormont, 2002; 
Walker et al., 1998;  
Webster-Stratton, 1993).  Early intervention strategies should aim to 
reduce aggression,  
opposition, and other typical externalising behaviours.  If these 
strategies are introduced  
early enough they can interrupt the childâ€™s behaviour cycle so that 
severe negative  
behaviour patterns do not become established (Hill et al., 2004).  
      Kazdin (1987) suggested that children who manifest severe 
externalising  
behaviour patterns need to be treated effectively by the time the child 
completes third  
grade, or is age 8 years.  Other researchers in the area of externalising 
behavioural  
disorders agree that early identification of children at risk, followed by 
early and effective  
intervention, is critical for changing these problem behaviours and 
reducing the risk of  
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children developing these severe externalising behavioural disorders 
(Walker et al.,  
1998). Despite this, however, Australian research indicates that only 5% of 
children who  
met the diagnostic criteria for externalising behavioural disorders 
reported that they  
attended a professional mental health service to receive help for their 
behavioural  
problems, and fewer children reported attending these services if they 
exhibited mild  
externalising behaviours (Sawyer et al., 2001).   
      It has been suggested that because external professional services are 
not being  
accessed, interventions for externalising behaviours should be provided 
within the school  
environment.  The school environment is a significant part of a childâ€™s 
life and also an  
appropriate place to reach children at risk of developing these disorders 
(Sawyer et al,  
2001). The early school years, including grade prep to grade two, have been 
selected as  
the most suitable time for early identification and early intervention, 
because, as indicated  
earlier, externalising behaviours typically emerge during these early years 
and should be  
treated at this time to prevent progression (Sawyer et al, 2001; Walker et 
al., 1998).   
      Despite the literature suggesting the need for early screening, early 
identification  
of the problem, and early intervention within the school, limited research 
in the area of  
intervention programs has been conducted (Tankersley & Kamps, 1996; 
Webster- 
Stratton, 1993). The limited research that is available has suggested that 
early behavioural  
intervention programs are very effective (Tankersley & Kamps, 1996; Walker 
et al.,  
1998).  
      Head Start is an early intervention program that is conducted in 
schools in the  
United States and aims to change externalising behaviours that could later 
lead to the  
onset of CD. This early behavioural intervention program was evaluated by 
Tankersley  
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and Kamps (1996).  The participants of the program included 60 children who 
were aged  
4 to 5 years old.  The target group consisted of 34 children, the 
comparison group (or role  
models) consisted of 15 children, and the control group consisted of 11 
children.  The  
behavioural intervention program ran for 13 weeks and included affection 
activities  
(intended to encourage positive interactions), systematic instruction of 
social skills,  
monitoring and generalisation.  The results indicated that following the 
early behavioural  
intervention program the target group demonstrated patterns of behaviour 
and interaction  
that began to reflect the comparison group (their role models), whereas the 
control  
groupâ€™s behaviour remained unchanged.  The results, therefore, 
demonstrated that the  
target group exhibited less inappropriate externalising behaviours at the 
conclusion of the  
program, similar to the comparison group. Kamps, Tankersley, and Ellis 
(2000)  
performed a two-year follow-up study of the program. The participants 
consisted of 31  
children from the target group, and the control group consisted of 18 
children.  The  
results indicated that the target group demonstrated an improvement in 
their inappropriate  
behaviours, improved teacher compliance and an increase in positive 
interactions.  The  
control group demonstrated relatively unchanged or increased levels of 
inappropriate  
behaviours.  The research suggested that the program has been effective at 
reducing  
inappropriate behaviour in the short- and long-term.  
      The First Step to Success is another early behavioural intervention 
program that is  
conducted at preschools and aims to change externalising behaviours that 
could later lead  
to the onset of CD during their subsequent school careers. This program was 
evaluated  
over a 4-year period with a total of 46 preschoolers. These 46 preschoolers 
were divided  
into two cohorts, consisting of 24 and 22 students.  Cohort 1 was exposed 
to the program  
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during 1993-1994 and Cohort 2 was exposed to the program during 1995-1996.  
The  
intervention program ran for 30 days and involved behaviour principles 
(e.g., a reward  
system using points and praise). The results indicated that following the 
early behavioural  
intervention program the target students moved to within the normative 
range on  
measures of externalising behaviour (e.g., aggression). The results also 
demonstrated that  
cohort 1 participants were able to maintain their improvements for two 
years after  
completing the program.  The results, therefore, demonstrated that the 
program appeared  
to be effective at reducing externalising behaviour patterns among at-risk 
preschoolers  
initially and in the long term (Walker et al., 1998). These two early 
behavioural  
intervention programs, within the school environment, have demonstrated 
that  
comprehensive behavioural programs appear effective at addressing the 
symptoms of  
children likely to develop externalising behaviour disorders (Tankersley & 
Kamps, 1996;  
Walker et al., 1998).  
      The â€œCool at School Togetherâ€ (CAS T) program is a comprehensive 
short-term  
early intervention program that comprises cognitive and behavioural 
strategies.  The  
program is for children in grades prep to two who have externalising 
behaviour problems.   
The CAST child program is a component of the CAST Project, which is an 
early  
childhood project that aims to give children a good start to their school 
life.  The program  
is, therefore, operated by a CAST clinician in conjunction with school 
staff.   
      The aim of the following research project was to evaluate the 
effectiveness of a  
ten week â€œCool at School Togetherâ€ Program fo r children who are at 
risk of developing  
an externalising behaviour disorder.  The first hypothesis was that at the 
conclusion of the  
program participants would achieve an improvement in their externalising 
behaviour as  
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rated by the teacher.  The second hypothesis was that at the conclusion of 
the program  
participants would achieve an improvement in their externalising behaviour 
as rated by  
the parent.   
  
Method  
  
Participants  
  
      The sample who participated in the program consisted of six male 
participants  
between the ages of 6 and 8.  The participants were all from grades 1 and 2 
at a local  
primary school. The children who were selected to participate had a number 
of significant  
behavioural problems. Of these six participants, however, only four were 
included in this  
report as a result of incomplete pre- and post- data for the other two 
participants.  
  
Measures  
  
      All participants were rated across multiple occasions by their 
teachers on the  
Strengths and Difficulties Questionnaire â€“ Teacher Version (SDQ-Teacher 
Version) and  
the Sutter-Eyberg Student Behavior Inventory - Revised (SESBI-R), and by 
their parents  
on the Eyberg Child Behavior Inventory (ECBI).  
  
Strength and Difficulties Questionnaire (SDQ) â€“ Teacher Version (Goodman, 
1997)   
  
      The Strength and Difficulties Questionnaire â€“ Teacher Version is a 
25-item  
questionnaire which is completed by the childâ€™s classroom teacher and is 
a screener for  
identifying children who meet Diagnostic and Statistical Manual of Mental 
Disorders,  
Fourth Edition criteria and require psychiatric treatment (Goodman, 1997).  
The scale has  
five subscales with five questions for each subscale.  These subscales 
comprise Conduct  
Problems, Hyperactivity-Inattention, Emotional Symptoms, Peer Problems, and 
Prosocial  
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Behavior, from which a score on the Total Difficulties Scale can be 
derived.  The  
Conduct Problems subscale measures the respondentâ€™s assessment of how 
often the child  
has lied or cheated in the past six months (e.g., â€œOften fights with 
other children or  
bullies themâ€).  The Hypera ctivity-Inattention subscale measures the 
respondentâ€™s  
assessment of how often the child has constantly fidgeted and squirmed in 
the past six  
months (e.g., â€œRestless, overa ctive, cannot stay stillâ€).  The 
Emotional Symptoms  
subscale measures the respondentâ€™s assessment of how nervous and clingy 
the child has  
been in new situations in the past six months (e.g., â€œNervous or clingy 
in new situations,  
easily loses confidenceâ€).  The Peer Pr oblems subscale measures the 
respondentâ€™s  
assessment of how often the child has played alone and has been typically 
solitary in the  
past six months (e.g., â€œRather solitary, tends to play aloneâ€).  
Finally, the Prosocial  
Behaviour subscale measures the respondentâ€™s level of agreement about how 
often the  
child has been considerate of other peopleâ€™s feelings in the past six 
months (e.g.,  
â€œConsiderate of other peopleâ€™s feelingsâ€).  
      All items are rated on a 3-point Likert scale from 0 (Not true) to 2 
(Certainly  
true).  There are a few negatively worded items in the questionnaire which 
are reverse  
scored. Each of the five subscales is scored by adding together the 
responses to each of  
the five items. The possible range of scores for each of the subscales is 
0â€“10. The Total  
Difficulties score is attained by adding the scores for all the subscales, 
excluding the  
prosocial behavior subscale. The possible range of scores for the Total 
Difficulties score  
is 0â€“40. The cutoff scores are based on the 80th and 90th percentiles and 
differentiate  
between normal, borderline, and abnormal adjustment. The cutoff scores 
differ between  
versions, and across subscales and the Total Difficulties scale. For the 
Total Difficulty  
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score in the teacher version, the upper limit of the normal range is 11, 
and the lower limit  
for the abnormal range is 16 (Goodman, 1997; Wolke, Woods, Bloomfield, & 
Karstadt,  
2000).   
     The SDQ has been shown to be a reliable and valid screening measure 
for  
identifying children who meet Diagnostic and Statistical Manual of Mental 
Disorders,  
Fourth Edition criteria and require psychiatric treatment (Goodman & Scott, 
1999;  
Klasen, Woerner, & Wolke, 2000 ). The SDQ has demonstrated high 
correlations with the  
Child Behavior Checklist (Goodman & Sco tt, 1999) and the Rutter Child 
Scales  
(Goodman, 1997).  It has also demonstrated adequate levels of test-retest 
reliability  
(Goodman, 1999) and a capacity to discriminate well among community and 
clinic based  
samples of children (Goodman, 1999; Goodman, Meltzer, & Bailey, 1998).  
  
Sutter-Eyberg Student Behavior Inventory - Revised (SESBI-R) (Sutter & 
Eyberg, 1984)   
  
      The Sutterâ€“Eyberg Student Behavior Inventory is a 36-item scale 
that is  
completed by the childâ€™s classroom teacher and measures conduct problem 
behaviours  
that are evident in a classroom setting. The SESBI-R, therefore, allows one 
to detect  
children with Conduct Disordered behaviours (Funderbunk & Eyberg, 1989). 
The  
SESBI-R consists of two subscales: intensity and problem. The Intensity 
Scale  
demonstrates how often the behaviours occur at present (e.g., â€œP 
hysically fights with  
other studentsâ€).  The items on the Intensity S cale are rated on a 7-
point Likert scale from  
1 (Never ) to 7 (Always ). The total Intensity Score can range from 36 to 
252. The Problem  
Scale demonstrates the particular behaviours that are problems at present 
for the teacher  
(e.g., â€œPhysically fights with other studentsâ€) (Eyberg, 1992) . The 
items on the Problem  
Scale are rated using â€˜Yesâ€™ or â€˜Noâ€™, dependi ng on whether the 
teacher identifies that  
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behaviour as a current problem for the target child.  The total Problem 
Score can range  
from 0 to 36.   
      The SESBI-R has adequate levels of reliability and validity. The 
SESBI-R has  
demonstrated high inter-teacher agreement (r = .85 for the Intensity Scale 
and r = .87 for  
the Problem Scale), good internal consistency (Cronbach's alpha = .98 for 
the Intensity  
Scale and .96 for the Problem Scale), and good test-retest reliability (.90 
for the Intensity  
Scale and .89 for the Problems Scale) (Funderburk & Eyberg, 1989). The use 
of the  
SESBI-R to measure treatment progress has been supported (Eyberg, 1992). 
The  
published clinical cutoff scores for the scale are a score of greater than 
151 for the  
intensity scale and a score of greater than 19 for the problem scale 
(Eyberg & Pincus,  
1999).  
  
Eyberg Child Behavior Inventory (ECBI) (Eyberg & Robinson, 1982; Eyberg & 
Ross,  
1978).  
  
      The Eyberg Child Behavior Inventory is a 36-item scale, for children 
aged 2 to 16  
years old, that is completed by the childâ€™s parent.  The scale measures 
the childâ€™s conduct  
problem behaviours that are apparent in the home setting. The ECBI consists 
of two  
subscales: intensity and problem. The Intensity Scale determines how 
frequently the  
behaviours currently occur (e.g., â€œArgues with parents about rulesâ€).   
The items on the  
Intensity Scale are rated on a 7-point Likert scale from 1 (Never ) to 7 
(Always ). The total  
Intensity Score can range from 36 to 252. The Problem Scale determines the 
specific  
behaviours that are problems currently for the parent (e.g., â€œArgues with 
parents about  
rulesâ€) (Eyberg, 1992). The items on the Problem  Scale are rated using 
â€˜Yesâ€™ or â€˜Noâ€™,  
 Placement Report 2      70 
depending on whether the parent considers that behaviour to be a current 
problem for the  
child.  The total Problem Score can range from 0 to 36.   
      The ECBI has adequate levels of reliability. Across a 3-week time-
span the retest  
reliability scores for the ECBI intensity scale was r = .86 and for the 
problem scales it  
was r = .88 (Burns, Patterson, Nussbaum, & Parker, 1991;  Robinson & 
Eyberg, 1981;  
Robinson, Eyberg, & Ross, 1980) .  It has also demonstrated adequate 
discriminant and  
concurrent validity (Burns et al., 1991; Robinson et al., 1980). The ECBI 
has also been  
standardised on a number of populations (Eyberg & Robinson, 1982; Eyberg & 
Ross,  
1978). The published clinical cutoff scores for the scale are a score of 
greater than 131  
for the intensity scale and a score of greater than 15 for the problem 
scale (Eyberg &  
Pincus, 1999).  
  
Procedure  
  
      The Department of Education and Training (DET) gave all schools in 
the district  
the invitation to participate in CAST. The school where this program was 
evaluated  
responded to this invitation and, therefore, they were allocated two CAST 
clinicians.   
      The senior CAST clinician met with the principal and early years 
teachers of the  
school to discuss the program and provided them with SDQs (Appendix B) to 
screen all  
the children in grade prep and grade one with.  These questionnaires were 
completed and  
sent back to the senior CAST clinician.  The clinician scored these 
questionnaires and  
recorded the data.  
      The senior and probationary clinicians returned to the school the 
following year  
and met with the principal and early years school teachers again to screen 
all the new  
prep children and to re-screen the children who had high scores the 
previous year, who  
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were now in grades one and two.  These questionnaires were completed again 
and sent  
back to the CAST clinicians.  The clinicians scored these questionnaires 
and recorded the  
data.  The clinicians then chose the six children whom they believed would 
be most  
appropriate for the program based on the scores on the questionnaires.  The 
clinicians  
also asked the teachers to select the six children they believed would be 
most appropriate  
for the program based on their observations.  The clinicians, teachers and 
facilitator (the  
grade two teacher) then met to negotiate whom these six children would be 
and if they  
would be appropriate based on their developmental level, cognitive ability 
and gender.  
This resulted in six children being selected for the program.    
      The facilitator then contacted the parents of these children to 
arrange a time for  
the parents to come to the school individually and meet with the 
facilitator and clinicians  
to discuss the program and obtain consent.  If the parents consented they 
were then  
scheduled for another appointment to complete a developmental assessment 
with the  
clinicians.  The parents then attended the assessment session and completed 
an ECBI  
(Appendix E).  The early years teachers were also asked to complete an SDQ 
and SESBI- 
R (Appendix B & D) for each child before the program commenced.    
      The CAST early intervention program commenced and all 6 participants  
participated in the program.  The program content that the children were 
exposed to was  
the same as that described in Appendix A (Hayes & Richardson, 2004). The 
program was  
delivered by three leaders (two CAST clinicians in cooperation with the 
facilitator)  
because of the childrenâ€™s significant behavioural problems.  This ensured 
that the  
childrenâ€™s behaviours were monitored and that clear and consistent 
management  
strategies were implemented.    
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      At the conclusion of the program the teachers were asked to complete 
an SDQ  
and SESBI-R (Appendix C & D) again for each child.  The parents were also 
contacted  
and asked to complete an ECBI (Appendix E) again for their child.    
  
  
Data Analyses  
  
      Due to the small sample size and the variability within the scores, 
inferential  
statistics were not used.  Descriptive statistics were, therefore, used to 
analyse the data.  
The four participants were analysed independently as case studies.  
  
Results  
  
Participant A  
  
      As is evident in the summary in Table 1, Participant A demonstrated 
an  
improvement in his peer problems and in his prosocial behaviour.  However, 
he  
demonstrated an increase in the intensity of his problem behaviours as 
rated by the  
teacher and parent though this did not appear to be a significant problem 
for either rater.   
He also demonstrated a slight increase in his level of hyperactivity, while 
his level of  
total difficulties, emotional behaviour and conduct behaviour remained 
unchanged.   
Overall, because of the increase in some behaviours and other behaviours 
remaining  
relatively unchanged, the program did not appear to be particularly 
successful for this  
participant.  
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Table 1  
  
Participant Aâ€™s Scores for all Meas ures at Pre- and Post-Program.  
________________________________________________________________________  
  
        Pre                Post    
  
Scale    Score            Category            Score          Category  
________________________________________________________________________  
SDQ  
     Emotional                  0  Normal      0            Normal  
     Conduct       4       Abnormal      4        Abnormal  
     Hyperactivity      3  Normal      4                 Normal  
     Peer Problems      2  Normal       1            Normal  
     Prosocial Behaviour     4  Abnormal      5       Borderline  
     Total Difficulties      9  Normal      9            Normal       
  
SESBI-R   
     Intensity   112  N.C.S.   125  N.C.S.   
     Problem       1  N.C.S.       1  N.C.S.  
  
ECBI  
     Intensity     92  N.C.S.   106  N.C.S.   
     Problem       0  N.C.S.       0  N.C.S.   
________________________________________________________________________  
N.C.S = not clinically significant  
SESBI-R (Intensity â€“ Cutoff = 151, M = 98, SD = 55) (Problem Cutoff = 19, 
M = 8, SD = 11)  
ECBI (Intensity â€“ Cutoff = 131, M = 103.1, SD = 41.3) (Problem Cutoff = 
15, M = 8.6, SD = 9.1)  
  
  
Participant B  
  
      As is evident in the summary in Table 2 below, Participant B 
demonstrated an  
improvement in most areas.  He demonstrated an improvement in the intensity 
of his  
behaviours as rated by the teacher and by the parent.  These behaviours, 
however,  
remained a problem for the teacher but not the parent following the 
completion of the  
program.  He also demonstrated improvements in his level of total 
difficulties,  
hyperactivity, peer problems and prosocial behaviour. He further 
demonstrated that his  
level of conduct behaviour increased. Overall, because of the improvement 
in most  
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problem behaviours, and, therefore, a general improvement in overall 
conduct, the  
program appeared to be relatively successful for this participant.  
  
Table 2  
  
Participant Bâ€™s Scores for all Meas ures at Pre- and Post-Program.  
________________________________________________________________________  
  
        Pre                Post    
  
Scale    Score            Category            Score          Category  
________________________________________________________________________  
SDQ       
     Emotional       0  Normal      0            Normal  
     Conduct       1       Normal      3       Borderline  
     Hyperactivity      3  Normal      1                 Normal  
     Peer Problems      3  Normal       1            Normal  
     Prosocial Behaviour     6  Normal      7            Normal  
     Total Difficulties      7  Normal      5            Normal  
  
SESBI-R   
     Intensity   100  N.C.S.     97  N.C.S.   
     Problem       0  N.C.S.       5  N.C.S.  
  
ECBI  
     Intensity     81  N.C.S.     60*  N.C.S.   
     Problem       5  N.C.S.       0  N.C.S.   
________________________________________________________________________  
N.C.S = not clinically significant  
SESBI-R (Intensity â€“ Cutoff = 151, M = 98, SD = 55) (Problem Cutoff = 19, 
M = 8, SD = 11)  
ECBI (Intensity â€“ Cutoff = 131, M = 103.1, SD = 41.3) (Problem Cutoff = 
15, M = 8.6, SD = 9.1)  
*1SD  
  
  
Participant C  
  
      As is evident in the summary in Table 3 below, Participant C 
demonstrated an  
improvement in his level of emotional behaviour and hyperactivity. He also 
demonstrated  
an improvement in the intensity of his behaviours as rated by his parent 
and an  
improvement in these behaviours being a problem for the parent.  He did, 
however,  
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demonstrate an increase in the intensity of his behaviours as rated by his 
teacher and an  
increase in these behaviours being a problem for the teacher.  He further 
demonstrated an  
increase in his level of total difficulties, conduct behaviour and poor 
prosocial behaviour.   
Overall, because of the increase in some behaviours and the other 
behaviours remaining  
relatively unchanged, the program did not appear to be successful for this 
participant.   
  
Table 3  
  
Participant Câ€™s Scores for all Meas ures at Pre- and Post-Program.  
________________________________________________________________________  
  
        Pre                Post    
  
Scale    Score            Category            Score          Category  
________________________________________________________________________  
SDQ      
     Emotional       6  Abnormal      5       Borderline  
     Conduct       2       Normal      5        Abnormal  
     Hyperactivity      4  Normal      3                 Normal  
     Peer Problems      4  Borderline       4       Borderline  
     Prosocial Behaviour     6  Normal      2       Abnormal  
     Total Difficulties    16  Abnormal    17        Abnormal   
  
SESBI-R   
     Intensity   117  N.C.S.   157*      C.S.   
     Problem       5  N.C.S.     12  N.C.S.  
  
ECBI  
     Intensity     84  N.C.S.     63  N.C.S.   
     Problem     12  N.C.S.       0  N.C.S.   
________________________________________________________________________  
N.C.S = not clinically significant  
SESBI-R (Intensity â€“ Cutoff = 151, M = 98, SD = 55) (Problem Cutoff = 19, 
M = 8, SD = 11)  
ECBI (Intensity â€“ Cutoff = 131, M = 103.1, SD = 41.3) (Problem Cutoff = 
15, M = 8.6, SD = 9.1)  
*1SD  
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Participant D  
  
      As is evident in the summary in Table 4 below, Participant D 
demonstrated  
improvement in almost all areas. He demonstrated a substantial improvement 
in the  
intensity of his behaviours as rated by the teacher and a substantial 
improvement in these  
behaviours being a problem for the teacher.  The intensity of his 
behaviours as rated by  
the parent only increased slightly and these behaviours did not appear to 
be a problem for  
the parent.  He also demonstrated substantial improvements in his level of 
total  
difficulties, emotional behaviour, conduct behaviour, hyperactivity and 
peer problems.   
The only area that appeared to deteriorate was his level of prosocial 
behaviour.  Overall,  
because of the substantial improvement in most problem behaviours the 
program  
appeared to be extremely successful for this participant.  
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Table 4  
  
Participant Dâ€™s Scores for all Meas ures at Pre- and Post Program.  
________________________________________________________________________  
  
        Pre                Post    
  
Scale    Score            Category            Score          Category  
________________________________________________________________________  
SDQ       
     Emotional       6  Abnormal      4            Normal  
     Conduct       4       Abnormal      2            Normal  
     Hyperactivity      8  Abnormal      4                 Normal  
     Peer Problems      5  Abnormal       2            Normal  
     Prosocial Behaviour     5  Borderline      2        Abnormal  
     Total Difficulties    23  Abnormal    12       Borderline  
  
SESBI-R   
     Intensity   206**  C.S.   154*  C.S.   
     Problem     34**  C.S.       0  N.C.S.  
  
ECBI  
     Intensity     48*  N.C.S.     49*  N.C.S.   
     Problem       1  N.C.S.       0  N.C.S.   
________________________________________________________________________  
N.C.S = not clinically significant  
SESBI-R (Intensity â€“ Cutoff = 151, M = 98, SD = 55) (Problem Cutoff = 19, 
M = 8, SD = 11)  
ECBI (Intensity â€“ Cutoff = 131, M = 103.1, SD = 41.3) (Problem Cutoff = 
15, M = 8.6, SD = 9.1)  
*1SD  
**2SD  
  
Discussion  
  
      It was hypothesised that the participants of the â€œCool at School 
Togetherâ€  
Program would achieve an improvement in their externalising behaviour, as 
rated by their  
teacher, at the conclusion of the program.  The results from participants 
were  
inconsistent. The results for participant D supported this hypothesis with 
substantial  
improvements in his externalising behaviour as reported by his teacher. The 
results for  
participant B partially supported this hypothesis with some improvement in 
his  
externalising behaviour (e.g., hyperactivity), however, other externalising 
behaviour (e.g.,  
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conduct behaviour) appeared to develop at the conclusion of the program.  
The results for  
participant A did not support this hypothesis with his externalising 
behaviour slightly  
escalating or remaining unchanged at the conclusion of the program.  The 
results for  
participant C did not support this hypothesis either, with only a slight 
improvement in  
some externalising behaviour (e.g., hyperactivity) and clinically 
significant escalation in  
his other externalising behaviour (e.g., conduct behaviour) by the 
conclusion of the  
program.  Overall, these results suggest that the program was not 
successful at improving  
the externalising behaviour in these participants, as rated by their 
teachers.  
It was further hypothesised that the participants of the â€œCool at School 
Togetherâ€  
Program would achieve an improvement in their externalising behaviour, as 
rated by their  
parent, at the conclusion of the program.  The results for participants 
were again  
inconsistent. The results from participants B and C supported this 
hypothesis with  
substantial improvements in their externalising behaviour, as reported by 
their parent.  
However, the results from participants A and D did not support this 
hypothesis with  
participant Dâ€™s externalising behaviour remaining relatively unchanged 
and participant  
Aâ€™s externalising behaviour slightly escalating.  Overall, these results 
suggest that the  
program was only partially successful at improving the externalising 
behaviour in these  
participants, as rated by their parents.  
Research suggests that early identification of children at risk of 
externalising  
behaviour disorders, followed by early intervention, is critical for 
effectively changing  
these problem behaviours and reducing the risk of these children developing 
severe  
externalising behaviour disorders (Hill et al., 2004; Walker et al., 1998).  
It is suggested  
that if the intervention is early enough, the negative behaviour cycle is 
interrupted and  
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children do not have as much time to replicate and learn negative 
behaviours.  These  
negative behaviours are, therefore, less fixed and more open to change 
(Hartman, Stage,  
& Websterâ€“Stratton, 2003; Hill et al., 2004). K azdin (1987), for 
example, suggested that  
this should occur before the child completes third grade or is aged 8.  
Other researchers,  
however, suggest that this is not early enough because externalising 
behaviours become  
fixed prior to this and are also typically stable over time (Walker et al., 
1998).  It is,  
therefore, possible that these participants already had early externalising 
behaviour  
problems and fixed negative behaviour cycles that were stable and, 
therefore, not open to  
change (Hartman et al., 2003; Hill et al., 2004).    
It is particularly important with these behaviour programs that parents 
also attend  
parent training.  Parent training strengthens the parentâ€™s behaviour 
management skills so  
that they are able to improve the childâ€™s problem behavior. The 
underlying principles of  
parent training are based on the theory that parenting practices are 
significant  
determinants of young childrenâ€™s behaviour. The theory suggests that if 
parenting  
practices are inadequate and negative, this inadvertently produces and 
preserves  
externalising behaviour problems (Patterson, Reid, & Dishion, 1992; Snyder, 
2001). It  
has been argued that childrenâ€™s externalising behaviour problems can be 
improved by  
enhancing parentsâ€™ parenting practices (Snyder, 2001). This hypothesis 
has been  
supported in the literature (Brestan & Eyberg, 1998; K azdin & Kendall, 
1998; Taylor &  
Biglan, 1998), which shows that parent training interventions have produced  
improvements in childrenâ€™s externalising behaviors by improving the 
parentâ€™s skills  
(Brestan & Eyberg, 1998; Kazdin & Kenda ll, 1998; Taylor & Biglan, 1998). 
The  
majority of parents of the current participants, however, did not attend 
the parent training  
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sessions that were run in conjunction with the child program. This may have 
been  
because parents did not perceive their childâ€™s behaviour to be a 
significant problem, as  
evident in their more positive reports compared to teachers.  However, the 
participants  
might have been able to reduce their externalising behaviour problems to 
even lower  
levels than what parents and teachers had reported if their parents had of 
attended the  
parent training, which would have provided them with more appropriate 
management  
skills.  
These participants may also have had difficulties reducing their 
externalising  
behaviour problems because they were unable to practise their newly 
acquired skills at  
school.  Research suggests that children with externalising behaviour 
problems  
commonly experience social segregation and rejection from their peers 
(Coie, 1990). This  
social segregation and rejection, therefore, makes it difficult for them to 
practise or  
preserve their newly acquired skills (Hartman et al., 2003).  
The externalising behaviour ratings by teachers and parents were relatively  
inconsistent.  For participant A both teacher and parent reported that his 
externalising  
behaviour increased at the conclusion of the program.  For participant B 
both teacher and  
parent reported that his externalising behaviour somewhat improved at the 
conclusion of  
the program.  For participant C the teacher reported that his externalising 
behaviour  
significantly increased at the conclusion of the program, whilst his parent 
reported his  
externalising behaviour improved at the conclusion of the program.  For 
participant D the  
teacher reported that his externalising behaviour substantially improved at 
the conclusion  
of the program, whilst his parent reported that his externalising behaviour 
remained  
unchanged at the conclusion of the program.   
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These results are consistent with prior research which indicates that 
different  
informants often report different results.  This was demonstrated in a 
meta-analysis by  
Achenback, McConaughy, and Howell (1987) who found that, in relation to 
rating of  
behaviour and emotional problems, similar informants (e.g., two parents or 
teachers and  
aids) produced correlated ratings, whilst those of diverse informants 
(e.g., parents and  
teachers) were much less strongly correlated.  These researchers, 
therefore, suggested that  
inconsistencies in informant ratings are related to these informants 
experiencing children  
in diverse situations and having diverging perceptions (Hinshaw, Han, 
Erhardt, & Huber,  
1992).  This was demonstrated in a study by Webster-Stratton (1990) which 
found that  
teachers and parents only agreed 40% of the time in relation to rating 101 
young children  
with externalising behaviour problems (Hartman et al., 2003). It is, 
therefore, possible  
that the participants of the program may have exhibited different 
behaviours at home and  
at school, and teachers and parents may have diverged in their perception 
of the childâ€™s  
behaviour.  
  
Limitations   
  
      The results of the current study need to be considered in regards to 
a number of  
limitations.  The first limitation of the study is the sample size and 
sample composition.   
The sample consisted of only four male participants whose data were used as 
case  
studies, and, therefore, the results can not be generalised to other 
individuals, particularly  
females. The second limitation relates to the data analyses.  Inferential 
statistics were  
unable to be used because of the sample size and variability in the results 
and, therefore,  
only descriptive statistics were used.  The third limitation of the study 
relates to the  
design of the study and its short-term nature.  The present report only 
utilised data that  
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were collected from the participants for the duration of the program, which 
was ten  
weeks, and, therefore, the long-term effects of the program are uncertain.    
  
Conclusion  
  
      The current study suggests that the â€œC ool at School Togetherâ€ 
Program appears to  
have been ineffective in reducing most of these participantsâ€™ 
externalising behaviours.  
Future research could evaluate the effectiveness of children being targeted 
at a younger  
age for the program and the value of their parents attending parent 
training to learn more  
appropriate management skills. It is essential to establish an effective 
program that will  
effectively reduce externalising behaviour problems considering that ODD 
and CD are  
two highly prevalent behavioural disorders among children and youth in 
Australia  
(Tankersley & Kamps, 1996).  
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Appendix A   
  
Intervention Program  
  
Week 1 â€“ Getting to know you  
The session began by the leaders introducing themselves and the program.  
This  
introduction involved the leaders explaining the objective and structure of 
the program.   
A soft ball was then used to get the children to introduce themselves.  The 
children sat in  
a circle and they threw the ball to each other.  When a child caught the 
ball they were  
asked to tell the group their name and grade.    
The leaders then displayed the posters (Appendix F) with the group rules on 
them  
and these rules were discussed in detail to make sure that the children 
understood what  
behaviours were acceptable and unacceptable.  After the children understood 
the rules,  
the reward system for acceptable behaviours and the consequences (Appendix 
G) for  
unacceptable behaviours were then discussed.  The rewards involved labeled 
praise  
(specific praise that describes the behaviour you want to increase), a 
raffle/token  
economy drawn at the end of the session, and stickers or lollies for 
targeted behaviours.  
The leaders then discussed with the children similarities and differences 
between  
individuals.  The soft ball was then used again to throw around the group.  
When the  
child caught the ball they were asked to say what their favourite food was 
and what food  
the disliked.  Similarities and differences between the children were 
identified and  
discussed with the children by the leaders.    
The children then made superstars (Appendix H) which involved cutting out a 
star  
and decorating it with things that made them unique.  The children were 
then asked to  
draw themselves in the middle and then, on each point of the star, to write 
something  
special about themselves.  The children were then encouraged to share their 
stars with the  
rest of the group. The children then decorated a folder each with their 
name and stickers.   
These folders were used to put their take-home activities in.  These 
activities allowed  
children to practise cooperation, sharing and interaction skills.  
The behaviour points were then tallied and children were given raffle 
tickets for  
their good behaviour.  The raffle was then drawn and the winning child was 
allowed to  
choose a prize.  The children were all then given a sticker for their 
progress, a lollie and a  
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take home activity they could choose to do.  Children were then thanked for 
their  
participation.  
  
Week 2 â€“ Identifying Feelings  
The session began with the leaders reviewing the rules, consequences and  
rewards.  The take-home activities were then reviewed and the children were 
asked to  
share the activity with the group if they had completed it.  Children were 
also given a  
sticker for returning their folders. The children were then asked to 
negotiate a game to  
play which acted as an icebreaker.  Typically children chose duck, duck, 
goose or the  
giantâ€™s treasure, which are chase and tag games.    
The leaders then discussed and demonstrated different feelings to the 
children.   
The children were also encouraged to demonstrate these feelings.  The 
leaders then held  
up the bear cards, which illustrate feelings, and the children were 
encouraged to guess  
what feeling the bear was expressing.  
The children then made a feelings dice (Appendix I) which required them to 
write  
and draw six different feelings on the dice.  This activity gave them a 
chance to practise  
cooperation and sharing.  The dice were then used to play feeling charades.  
The leaders  
rolled the dice and called out the feeling and then the children had to 
make the facial and  
bodily expressions that corresponded to that feeling.    
The behaviour points were then tallied and the children were given raffle 
tickets  
for their good behaviour.  The raffle was then drawn and the winning child 
was allowed  
to choose a prize.  The children were all then given a sticker for their 
progress, a lollie  
and a take home.  Children were thanked for their participation.  
  
Week 3 â€“ Feelings in Self and Others  
The session commenced with the leaders reminding the children of the 
groupâ€™s  
rules, consequences and rewards.  The activities the children had taken 
home were then  
reviewed and the children who had done the activity were asked to share it 
with the  
group.  Children who had retuned their folders were rewarded with a 
sticker. The children  
then played feeling statues.  The leaders threw the dice from last week and 
the children,  
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in pairs, had to sculpt the other child to demonstrate the feeling.  The 
game then led into  
discussion about how we decide what someone else may be feeling.  
The leaders used the bear cards to discuss with the children how we use 
other  
parts of our body to express our feelings, not just our faces.  Children 
were asked to give  
examples of what happens in their bodies when they have strong emotions.  
The leaders then asked the children to remember when their bodies send them  
â€˜comfortableâ€™ and â€˜uncomfortableâ€™ signals.  Th e leaders then 
presented the children with  
different situations and the children were asked to imagine that they were 
in that situation  
and to recognise the signals that their body sends them.  This activity 
helped the children  
improve their ability to identify the feelings in their own bodies.  This 
is an essential skill  
because once children have learned to identify the signals from their body 
they can then  
manage their behaviour.    
The children were then read the story of Mazzi the mouse (Appendix K).  
This  
story is about a mouse that experiences a variety of feelings in different 
situations.  Mazzi  
the puppet mouse was used to act out the feelings.  The children were then 
asked to fill  
out a goal sheet (Appendix J) which required them to identify and write 
things that they  
wanted to do more of, things that they wanted to do less of, and what their 
goals were.    
The childrenâ€™s behaviour points were counted and they were presented with 
raffle  
tickets for their good behaviour.  The raffle was then drawn and the 
successful child was  
permitted to select a prize.  All children were then presented with a 
sticker and a lollie for  
their progress and were given a take home activity.  The children were 
thanked for their  
involvement.  
  
Week 4 â€“ Practising Conversation & Cooperation  
The session commenced with the leaders reminding the children of the 
groupâ€™s  
rules, consequences and rewards.  The activities the children had taken 
home were then  
reviewed and the children who had done the activity were asked to share it 
with the  
group.  Children who had retuned their folders were rewarded with a 
sticker. The children  
were then asked to negotiate a game to play.  Typically children chose 
duck, duck, goose  
or the giantâ€™s treasure.    
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The leaders then discussed conversation skills with the children and gave 
them a  
handout (Appendix L) that listed the skills that are required to make 
friends.  These skills  
included rules for meeting new people, stages of conversation and non-
verbal  
components of conversation.  The children then practised these skills with 
each other in  
groups of two including a speaker and listener.  The speaker told the 
listener three things  
including, one thing they did on the weekend, and two things about the 
listener that the  
speaker liked.  The listener then reported to the group what the speaker 
had told him and  
what the role of the listener was like.  The speaker then told the group 
how he knew that  
the listener was listening and what the role of the speaker was like.  
The children then completed the â€œWhoâ€™s like you?â€ activity (A ppendix 
M).  This  
activity required the children to record their responses to the questions 
on the worksheet  
sheet and then, applying their conversation skills, attempt to find another 
group member  
who had the same responses to the questions on the worksheet. The children 
then  
discussed as a group who in the group, based on the responses, was most 
like them.  
The childrenâ€™s behaviour points were then totaled and they were given 
raffle  
tickets for their good behaviour.  The raffle was then drawn and the child 
who won was  
allowed to pick a reward.  All children were then given a sticker for their 
achievements, a  
lollie and a take home activity.  The children were then acknowledged for 
their  
participation.  
  
Week 5 â€“ Managing Strong Emotions  
The session commenced with the leaders reviewing the rules, consequences 
and  
rewards.  The take-home activities were then reviewed and the children were 
asked to  
share the activity with the group if they had completed it.  Children were 
also given a  
sticker for returning their folders. The children then played â€œstand 
upâ€, which reinforces  
the same and different principles.    
The leaders then discussed with the group that managing strong emotions is 
a  
critical component of STOP and that stopping lets people STOP and THINK 
about the  
problem so that they can act appropriately.  The leaders then blew up a 
balloon and the  
children were asked to imagine that the balloon was a person and as the 
balloon got larger  
so did the personâ€™s angry feelings, until finally they both became 
uncontrollable and  
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exploded.  The children were then asked to indicate the stage when they 
would intervene  
to stop the balloon from exploding (or to stop their anger becoming 
uncontrollable).  The  
leaders then asked the children to suggest what techniques they could 
utilise to stop their  
angry feelingâ€™s from blowing up like a big balloon.  
The children then participated in some relaxation techniques (Appendix N) 
to  
help them manage their emotions.  These techniques included controlled 
breathing and  
progressive muscle relaxation.  
The leaders then asked the children to get into pairs and, using the 
â€œmateâ€™s cardsâ€,  
agree on three traits that make a good friend.  The leaders than drew an 
outline of one of  
the children on butcherâ€™s paper and the recorded on this big friend all 
the different traits  
that each of the pairs chose.    
The behaviour points were then tallied and the children were given raffle 
tickets  
for their good behaviour.  The raffle was then drawn and the winning child 
was allowed  
to choose a prize.  The children were all then given a sticker for their 
progress, a lollie  
and a take home activity.  Children were thanked for their involvement.  
  
Week 6 â€“ Stop, Think, Do  
The session began with the leaders re-examining the rules, consequences and  
rewards.  The take-home activities were then reviewed and children were 
asked to share  
the activity with the group if they had completed it.  The children who 
returned their  
folders were given a sticker.  The children then played the Giantâ€™s 
Treasure, which  
reinforced the stop topic.  
The leaders then introduced stop, think do by helping the children sing the 
â€˜Stop,  
Think, Doâ€™ song to the tune of Frere Jacques.  The leaders then helped 
the children make  
â€˜stop, think, doâ€™ wrists bands for them to wear  to remind them of what 
they had learned.   
The leaders then helped the children make traffic lights (Appendix O).  
The leaders then discussed â€˜stopâ€™ in more detail by placing the first 
of the â€˜stop,  
think, doâ€™ posters on the wall and explaining it to the children.  The 
children were  
encouraged to stop when they had a problem and solve the problem using a 
number of  
steps.  The leaders used examples and looked out for problems that occurred 
during the  
session to help children to stop and work through the problem.  
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The leaders then helped the children make stop signs, by tracing around 
their  
hand. The children were then asked to act out scenarios in groups of two or 
three in front  
of the group and the group used their stop signs to suggest when they 
should stop because  
they had a problem.  
The behaviour points were then tallied and children were presented with 
raffle  
tickets for their good behaviour.  The raffle was then drawn and the child 
who won was  
able to choose a prize.  The children were all then given a sticker and a 
lollie for their  
progress, as well as a take home activity.  The children were then finally 
thanked for their  
participation.  
  
Week 7 â€“ Think: Social Problem Solving  
The session began with the leaders prompting the children to recite the 
groupâ€™s  
rules, consequences and rewards.  The activities the children had taken 
home were then  
reviewed and the children who had done the activity were asked if they 
could discuss it  
with the group.  Children who had retuned their folders were provided with 
a sticker, as a  
reward. The children then played Simon Says, which encouraged them to 
listen, stop and  
think before they acted.  
The leaders then discussed the think component of â€˜stop, think, doâ€™.  
The leaders  
displayed the picture of the children in the sandpit (Appendix Q) and asked 
what they  
thought the problem was, how the boy felt and how the girl felt, and what 
the boy wanted  
to occur.  The children were then asked to imagine that they were this 
upset child and  
what they could do.  Their solutions were compared with the â€˜stop, th 
ink, doâ€™ poster.  The  
group was then asked what they thought would happen for each solution 
suggested.   
These solutions were then rated as helpful (cool) or unhelpful (un-cool) 
solutions.  
The leaders then helped the children make light bulbs (Appendix P) which  
symbolised â€˜thinkâ€™ from â€˜stop, think, doâ€™.  The leaders then 
displayed a picture of a  
problem situation and asked the children to recognise what the problem was, 
indicate if  
they thought it was fair, and then what could be done.  The leaders then 
asked the  
children to role-play age appropriate scenarios and to think audibly during 
the role-play.   
The leaders then froze each role-play and asked the group to suggest other 
things that the  
child could have been thinking.  The suggestions were then assessed.  
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The children then began to make their own puppet to be used in the puppet 
show  
for the final session.  The puppets were made with different craft items.  
The childrenâ€™s behaviour points were then calculated and they were 
provided with  
raffle tickets for their good behaviour.  The raffle was then drawn and the 
wining child  
was permitted to pick a reward.  All children were then given a sticker for 
their  
achievements, a lollie and a take home activity.  The children were then 
acknowledged  
for their involvement.  
  
Week 8 â€“ Do: Choosing a Solution  
The session began with the leaders reviewing the rules, consequences and  
rewards.  The take-home activities were then reviewed and children were 
asked to share  
the activity with the group if they had completed it.  The children were 
also given a  
sticker for returning their folders.  The children were then asked to 
negotiate a game.   
Typically children choose duck, duck, goose or the giantâ€™s treasure.    
The leaders then discussed with the children the â€˜doâ€™ component of 
â€˜stop, think,  
doâ€™. The leaders used the scenario from the previous week and a complete 
assessment of  
the different responses was carried out, along with each responseâ€™s long-
term effect.  The  
leaders then asked the children to choose the best solution for everyone 
involved.  
The leaders then helped the children make a â€˜doâ€™ signal (Appendix R) to 
use in  
the next activity.  The leaders displayed a picture of a child trying to 
join a game  
(Appendix S) and the children were asked to define the problem, produce 
solutions,  
assess these solutions and then choose the best solution. The children 
completed their  
puppets and then were asked to develop a story line for the puppet show.   
The behaviour points were then tallied and children were given raffle 
tickets for  
their good behaviour.  The raffle was then drawn and the winning child was 
permitted to  
select a prize.  The children were all then given a sticker for their 
progress, a lollie and a  
take home activity.  Children were thanked for their participation.  
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Week 9 â€“ Stop, Think, Do  
The session commenced with the leaders reminding the children of the 
groupâ€™s  
rules, consequences and rewards.  The activities the children had taken 
home were then  
reviewed and the children who had done the activity were asked to discuss 
it with the  
group.  Children who had retuned their folders were rewarded with a 
sticker. The children  
were then asked to negotiate a game to play.  Typically children choose 
duck, duck,  
goose or the giantâ€™s treasure.    
The leaders then reminded the children that after that session there was 
only one  
session left.  The children were encouraged to express their feelings about 
the group  
ending. Each child was then asked to tell the group what they remembered 
and had learnt.   
The leaders then reviewed the â€˜st op, think, doâ€™ process with the 
group.  
The children were then encouraged to practise their performance for the 
puppet  
show in small groups.  After the puppet show had been finalised, the 
children then  
decorated the backdrops for the play together.  Finally, the children made 
two invitations  
(Appendix T) each to invite their friends to the puppet show.  
The childrenâ€™s behaviour points were then counted and they were presented 
with  
raffle tickets for their good behaviour.  The raffle was then drawn and the 
child who won  
was allowed to select a prize.  All children were then presented with a 
sticker and a lollie  
for their progress and were given a take home activity.  The children were 
thanked for  
their involvement.  
  
Week 10 â€“ Finale  
The session began with the leaders reminding the children that it was the 
final  
session and that the puppet show was the childrenâ€™s opportunity to show 
everyone what  
they had learnt.  The children were encouraged to express their feelings 
about the puppet  
show, the party and finishing.  
The background and party were then set up and the children had a final 
practice of  
their performance for the puppet show.  The guests then arrived and the 
children  
performed their puppet show.  At the conclusion of the show the leaders 
introduced each  
child and he was presented with a certificate (Appendix U) from the 
principal.  The  
children then had the party with their friends.  Finally, after the guests 
had left the  
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children were asked to share with the group what they had learnt from the 
group. The  
children were then asked to evaluate the program with the evaluation form 
(Appendix V).  
The children were thanked for their involvement in the group.  
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Abstract  
A Specific Phobia is characterised by the inappropriate or excessive fear 
of a specific  
situation or object. In the general population phobias are remarkably 
widespread,  
however, they seldom result in sufficient impairment or distress to 
necessitate a diagnosis  
and, therefore, prevalence rates are not excessively high. Specific Phobias 
are more  
prevalent in females, particularly Specific Phobia Situational Type, and 
tend to have a  
familial pattern. Currently, the aetiology of Specific Phobia is not 
entirely understood,  
however, the research clearly supports the view that the most efficacious 
treatment  
approach in the short term and long term is systematic desensitisation, a 
behavioural  
therapy technique. Recent research has also suggested that CBT and 
pharmacotherapy  
may be effective in treating clients with phobias if they are used in 
conjunction with  
behaviour therapy to enhance treatment response and outcome. The current 
clinical case  
study focuses on a 43 year old lady who presented with a Specific Phobia 
(Situational  
Type) of the wind. Treatment consisted of 14 sessions of systematic 
desensitisation, CBT  
and pharmacotherapy. Results indicated that the client responded well to 
the treatment  
plan and achieved a decrease in her level of anxiety. At the conclusion of 
treatment the  
clientâ€™s Specific Phobia Situational Type symptoms were extinguished and 
her behaviour  
and daily functioning had also returned to a pre-morbid normal level.   
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A Specific Phobia is typically characterised by the inappropriate or 
excessive fear  
of a specific situation or object (Benjamin, Ben-Zion, Karbofsky, & Dannon, 
2000).  This  
feature alone, however, is not sufficient for a diagnosis of Specific 
Phobia.  For a  
diagnosis to be made, the individual needs to meet the DSM-IV criteria for 
Specific  
Phobia (APA, 2000).  The DSM-IV criterion involves a marked and relentless 
fear that is  
excessive or inappropriate, and is prompted by the presence or expectation 
of a specific  
object or situation (APA, 2000).  Further, the exposure to the specific 
object or situation  
continually triggers an immediate anxiety reaction, which may be a 
situationally bound or  
situationally predisposed Panic Attack. This immediate anxiety reaction 
results in the  
individual experiencing physiological symptoms, such as muscle tension, 
shortness of  
breath, palpitations, and chest pain (APA, 2000). In addition, the 
individual either avoids  
or tolerates the specific object or situation that prompts extreme anxiety 
or distress (APA,  
2000).  The individual also acknowledges that the fear is excessive or 
inappropriate and  
the avoidance, anxious expectation, or distress of the specific object or 
situation  
significantly impairs the individualâ€™s daily, social and occupational 
functioning (APA,  
2000).  The individual needs to have experienced these symptoms for a 
period of no less  
than six months to meet the DSM-IV criteria (APA, 2000).  
When an individual meets the DSM-IV criteria for a diagnosis of Specific 
Phobia  
the clinician may discriminate between five different subtypes to specify 
the focus of the  
individualâ€™s fear or avoidance (APA, 2000).  The five different subtypes 
listed in the  
DSM-IV are Animal Type, Natural Environmental Type, Blood-Injection-Injury 
Type,  
Situational Type and Other Type (APA, 2000; King, Muris, & Ollendick, 
2005).  The  
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most frequent subtype in adult clinical settings is the Situational Type 
(APA, 2000; King  
et al., 2005).  
  
Prevalence Rates  
 In the general population phobias are remarkably widespread (APA, 2000;  
Benjamin et al., 2000).  A diagnosis of Specific Phobia, however, is not as 
widespread  
because phobias experienced by the general population seldom result in 
sufficient  
impairment or distress to necessitate a diagnosis (APA, 2000; Benjamin et 
al., 2000).   
Therefore, the prevalence rates in community samples generally range from 
only 4% to  
8%, and lifetime prevalence rates range from 7.2% to 11.3% (APA, 2000; 
Benjamin et  
al., 2000).  
 A diagnosis of Specific Phobia appears to be more prevalent in the female  
population than the male population, with females twice as likely to be 
diagnosed with  
Specific Phobia (APA, 2000).  This gender prevalence, however, appears to 
fluctuate  
across the different subtypes (APA, 2000). The subtype that is most 
prevalent in the  
female population is the Situational Type and, compared with males, females 
are 75% to  
90% more likely to be diagnosed with Specific Phobia Situational Type (APA, 
2000).  
 A diagnosis of Specific Phobia appears to be more prevalent among family  
members, therefore, if an individual has a diagnosis of Specific Phobia, 
there is an  
increased risk of other family members also developing a Specific Phobia 
(APA, 2000).   
There is also evidence to suggest that there is a familial pattern within 
the subtypes.   
Therefore, if an individual has a diagnosis of Specific Phobia Situational 
Type, there is an  
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increased risk of other family members also developing a phobia of the same 
subtype,  
Specific Phobia Situational Type (APA, 2000).    
  
Aetiology of Specific Phobia  
Currently the aetiology of Specific Phobia is not entirely understood 
(Ollendick,  
King, & Muris, 2002).  Whilst a phobia may be the effect of a terrifying 
encounter, it  
may also be the effect of a less direct influence, such as viewing another 
individualâ€™s  
phobic response or by reading or hearing about other individualsâ€™ fears 
and phobias  
(Ollendick et al., 2002).   
According to stress theories, phobias are the effect of exposure to 
aversive  
experiences in general (Magee, 1999).  The theory suggests that all types 
of aversive  
experiences significantly increase the risk of phobia onset (Magee, 1999).  
The theory  
also suggests that there is generally little or no similarity between the 
aversive  
experiences that the individual is exposed to and the type of phobia they 
develop (Magee,  
1999). Several aversive experiences that appear to increase the risk of 
phobia onset  
include sexual abuse and continuous parental conflict (Magee, 1999).  In 
fact, Bowlby  
(1973) reported that a common feature among individuals in treatment was 
continuous  
parental conflict. A possible social psychological explanation for this 
link is that  
continuous parental conflict produces an environment of persistent danger 
and threat,  
which may result in the child generalising this belief to a somewhat 
harmless situation  
(Magee, 1999).    
Despite these suggestions the aetiology of some Specific Phobias apparently 
has  
no evident environmental basis, direct or indirect.  Often sufferers have 
no recollection or  
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understanding of any terrifying or aversive events that might have resulted 
in them  
developing a phobia (Ollendick et al., 2002).  A study by Menzies and Clark 
(1993)  
reported that 68% of the adults in their study could not recall any events, 
terrifying or  
aversive, that might have resulted in the onset of their phobia.   
  
Treatment for Specific Phobia  
 Behaviour Therapy â€“ Systematic Desensitisation  
 Specific Phobia generally follows a chronic course if it is not treated so 
it is  
essential to accurately diagnose Specific Phobia and provide the client 
with an effective  
therapeutic treatment (Head & Gross, 2003).  One of the most effective 
therapeutic  
treatments to reduce maladaptive anxiety is systematic desensitisation, a 
behavioural  
therapy technique. Whilst systematic desensitisation is an effective 
treatment for most  
anxiety disorders, its most common and effective use is to treat 
individuals with phobias  
(Head & Gross, 2003).    
Systematic desensitisation is a behavioural therapeutic technique, whereby 
a  
client is induced into an extremely relaxed state and then presented with a 
sequence of  
graded imaginal or in vivo anxiety-evoking situations.  When the client 
experiences  
anxiety during the exposure to the anxiety-evoking situation, the imaginal 
situation or  
real-life situation is terminated and the client is returned to a relaxed 
state.  The client is  
then continuously exposed to each situation until their level of anxiety 
gradually declines  
and they no longer experience anxiety in response to the situation (Head & 
Gross, 2003;  
King et al., 2005; Wolpe, 1990).  Whilst both the imaginal and in vivo 
exposures are  
effective in isolation, they are generally used together to assist in the 
transfer of skills.   
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Initially the client responds to the anxiety-evoking situations using 
imaginal exposure and  
then confronts similar situations in real-life settings using in vivo 
exposure (Head &  
Gross, 2003; King et al., 2005; Wolpe, 1990).  
 Before a therapist chooses to use this effective behavioural technique 
they need to  
determine if it is appropriate for the client (Head & Gross, 2003; King et 
al., 2005;  
Wolpe, 1990).  The client needs to have few phobias, demonstrate that his 
or her anxiety  
is not due to a lack of information or skill about the stimuli, be able to 
develop a detailed  
hierarchy of anxiety-evoking stimuli, be able to experience anxiety in 
reaction to  
imaginal exposure to anxiety-evoking stimuli, and be able to be induced 
into a deeply  
relaxed state (Head & Gross, 2003; King et al., 2005; Wolpe, 1990).  
 The theory related to the effectiveness of systematic desensitisation in 
reducing  
anxiety reactions has continually evolved since it was initially developed.  
Systematic  
desensitisation was developed by Joseph Wolpe (1958), and was based on the 
theory of  
reciprocal inhibition.  Wolpe suggested that if a reaction opposite to 
anxiety could be  
made to occur in the presence of an anxiety-evoking situation so that the 
situation was  
accompanied by a total or part inhibition of the anxiety reaction, the link 
between the  
anxiety-evoking situation and the anxiety reaction would be reduced (Head & 
Gross,  
2003).  
 Contrary to Wolpe, Davison (1968) stated that the effectiveness of 
systematic  
desensitisation was based on a counterconditioning process rather than a 
process of  
reciprocal inhibition.  Davison suggested that, instead of inhibiting 
anxiety, the presence  
of an anxiety-evoking situation elicits physiological and behavioural cues 
that are used to  
trigger the implementation of replacement behaviour.    
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Building on this counterconditioning model proposed by Davison, Goldfried  
(1971) developed what was termed self-control desensitisation.  Self-
control  
desensitisation is when an individual learns to manage anxiety by 
identifying bodily  
tension cues and then utilises these cues to begin relaxation in response 
to anxiety- 
evoking situations (Head & Gross, 2003).   
 Lader and Matthews (1968) and Marks (1975) stated that the effectiveness 
of  
systematic desensitisation is that it results in habituation to anxiety-
evoking situations.  
These theorists suggested that anxiety is reduced by escalating the 
incidence of  
sympathetic reactions to anxiety-evoking situations, which in turn promotes 
habituation  
(Head & Gross, 2003).   
 Wilson and Davison (1971) suggested that exposure to anxiety-evoking 
situations  
that are not followed by the anxiety-reinforcing element leads to the 
extinction of the fear  
reaction. Finally, Wilkinsâ€™ (1971) cognitive-social reinforcement theory 
suggested that  
the effectiveness of systematic desensitisation was related to five 
distinctive aspects.   
These five aspects included the therapistâ€™s expectations regarding 
improvement, positive  
reinforcement of the clientâ€™s attempts, actual evidence of improvement, 
the clientâ€™s  
influence of anxiety-evoking situations, and a constant focus on systematic  
desensitisation as a learning method (Head & Gross, 2003).   
It is difficult to conclude which theorist is most precise in explaining 
what makes  
systematic desensitisation an effective technique.  It is likely that they 
all have something  
to contribute (Head & Gross, 2003).  Despite their differences in opinion, 
however, all  
the theorists share one common element: they all state that systematic 
desensitisation is  
an effective technique in reducing anxiety levels (Head & Gross, 2003).  
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 The effectiveness of systematic desensitisation as a treatment for phobias 
is  
repeatedly reported in the literature (Chambless, 1996; Hoffman, 2000; Wang 
& Chen,  
2000).  A recent study by Wang and Chen (2000) examined the efficacy of 
behaviour  
therapy.  The study involved nine participants aged 15 to 34 with a 
diagnosis of Specific  
Phobia.  The participants were given relaxation training and systematic 
desensitisation  
therapy for 1 to 16 months.  The results demonstrated that 67% of the 
participants  
recovered and the remaining participants improved after receiving the 
therapy.  Further  
research has also demonstrated that systematic desensitisation is an 
effective treatment  
for phobias with medium effect sizes (Hoffman, 2000). In fact, systematic 
desensitisation  
is such an effective technique that it was recently acknowledged as the 
model of an  
effective, empirically validated treatment that has been created for a 
particular issue and  
population (Chambless, 1996).  
Whilst a large body of research supports the short term efficacy of 
behaviour  
therapy in treating Specific Phobia (Chambless, 1996; Hoffman, 2000; 
Lipsitz,  
Mannuzza, Klein, Ross, & Fyer, 1999; Marks, 1987; Turner, 1984; Wang & 
Chen, 2000)  
research also supports the long term efficacy of behavior therapy (Lipsitz 
et al., 1999;  
Ost, Fellenius, & Sterner, 1991; Zitrin, Klein, Woerner, & Ross, 1983).  
Follow-up  
studies of six months to one year demonstrate that the positive effects of 
systematic  
desensitisation for Specific Phobia are retained past the initial treatment 
phase (Lipsitz et  
al., 1999; Ost et al., 1991). Zitrin and colleagues (1983) also conducted a 
follow-up study  
of 43 phobic clients (most with Specific Phobias) who responded to 
systematic  
desensitisation during their initial treatment phase.  The results from 
this study found that  
only six (14%) of those 43 clients had relapsed in a two year period.  
Liddell, Di Fazio,  
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Blackwood, and Ackerman (1994) also conducted a follow-up study on clients 
who had  
been treated with imaginal systematic desensitisation for their dental 
phobia.  The results  
from this study indicated long term effects of the treatment, with 70% of 
clients  
continuing to make regular dental visits 1 to 4 years after their initial 
treatment phase.  
Systematic desensitisation therefore appears to be an effective and 
empirically  
validated treatment for Specific Phobia (Chambless, 1996).  It is a 
treatment that not only  
appears to be effective in the short term but also in the long term, a 
critical characteristic  
of a treatment technique (Chambless, 1996; Hoffman, 2000; Lipsitz et al., 
1999; Ost et  
al., 1991; Wang & Chen, 2000; Zitrin et al., 1983).  
  
Supplementary Treatments  
Whilst a plethora of research supports the effectiveness of systematic  
desensitisation as a standard treatment approach for Specific Phobia, not 
all clients who  
are treated with this approach respond to it (Benjamin et al., 2000). Some 
clients may, in  
fact, need additional therapeutic techniques included in their treatment 
plan, rather than  
systematic desensitisation in isolation (Benjamin et al., 2000). Recent 
research suggests  
that Cognitive Behavioural Therapy (CBT) and pharmacotherapy may also be 
effective in  
treating clients with phobias, if they are used in conjunction with 
systematic  
desensitisation (Birk, 2004; Hoffman, 2000; King et al., 2005; Scholing & 
Emmelkamp,  
1993). Although each is effective on its own, in combination, CBT, 
pharmacotherapy,  
and systematic desensitisation are more likely to permanently reduce the 
anxiety  
experienced in individuals with phobias to levels that do not produce a 
problem (Birk,  
2004).   
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 CBT  
 Both CBT and behavioural techniques are frequently used in combination in  
treatment plans for individuals with Specific Phobia because of the complex 
interaction  
of cognitive and environmental factors in the maintenance of the phobia 
(King et al.,  
2005).  CBT as a therapeutic technique for Specific Phobia presents a 
contrasting view of  
the personâ€™s problem. In contrast to traditional behavioural 
interventions, such as  
systematic desensitisation, the focus in CBT is on the inaccurate or 
maladaptive  
cognitions that are seen as the cause for psychopathological affect and 
behaviour (King et  
al., 2005).  CBT for Specific Phobia is therefore focused on attempting to 
change these  
inaccurate and maladaptive cognitions about a specific situation or object 
that the  
individual has to more adaptive cognitions (King et al., 2005).    
As a treatment for phobias, research has demonstrated that CBT is effective  
(Monrow, 2005). A recent literature review relating to the application and 
effectiveness  
of CBT as an effective intervention for phobias found that it was powerful 
and highly  
effective (Monrow, 2005).   
Whilst both CBT and systematic desensitisation appear to be effective 
treatment  
techniques for phobias on their own, research has demonstrated that in 
combination they  
are even more successful (Hoffman, 2000; Scholing & Emmelkamp, 1993). The  
effectiveness of CBT in combination with exposure therapy is most likely 
related to the  
complex interaction of cognitive and environmental factors in the 
maintenance of the  
phobia.  A study by Schneider, Matai-Cols, and Marks (2005) examined the 
effectiveness  
of CBT and exposure therapy for individuals with phobias and panic 
disorders.  The  
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study consisted of 68 participants with referrals for phobia or panic 
disorders.  These  
participants were randomised to either a CBT group or a CBT and exposure 
therapy  
group.  The results indicate that whilst both treatments were effective for 
phobias and  
panic disorder within the same time frame, CBT combined with exposure 
therapy  
demonstrated a more noticeable contribution than CBT alone.  
In summary, although research supports the effectiveness of CBT as a 
treatment  
for Specific Phobia, it is generally suggested that it be used in 
combination with other  
therapies, such as systematic desensitisation, to assist in the treatment 
response and  
outcome (Hoffman, 2000; Monrow, 2005; Scholing & Emmelkamp, 1993).  
  
 Pharmacotherapy  
Pharmacotherapy has not previously been recognised as a standard treatment  
approach for Specific Phobia and consequently has never been used as an 
adjunct to other  
therapies, such as systematic desensitisation (Benjamin et al., 2000; Birk, 
2004). It was  
initially established that pharmacotherapy, particularly using the most 
common older  
drugs such as benzodiazepines interfered with exposure and was therefore  
contraindicated (Birk, 2004). It was stated that it interfered with 
exposure because both  
treatments are trying to achieve different outcomes.  Pharmacotherapy is 
intended to  
temporarily reduce anxiety, whilst exposure is intended to evoke anxiety so 
that it can be  
extinguished and new methods of effective coping can be learned (Birk, 
2004). Research  
has even demonstrated that the use of the older drugs, such as 
benzodiazepines, is  
incompatible with exposure-based therapies (Brown & Barlow, 1995; Otto, 
Pollack, &  
Sabation, 1996).  
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More recent research, however, has demonstrated that pharmacotherapy, using 
the  
newer class of drugs, such as the SSRIs or other newer types, are very 
effective as a  
treatment for Specific Phobia (Birk, 2004).  A pilot study by Benjamin and 
colleagues  
(2000) demonstrated the effectiveness of the SSRI drug, paroxetine, for 
Specific Phobia.   
The study consisted of 11 clients who met the DSM-IV criteria for Specific 
Phobia and  
were randomised to either 4 weeks of double-blind treatment with placebo or 
paroxetine  
(20 mg/day).  The results demonstrated that paroxetine was significantly 
superior in  
reducing the clientâ€™s level of fear. The study was limited, however, in 
that the sample size  
was small and the phobias differed between the treatment groups (Birk, 
2004). The newer  
drugs have also been demonstrated to be effective treatments that can be 
used as adjuncts  
to other therapies, such as systematic desensitisation (Birk, 2004).   
Therefore, whilst research supports the effectiveness of pharmacotherapy 
using  
the newer class of drugs as a treatment for Specific Phobia, it is 
generally suggested that  
they be used in combination with other therapies, such as cognitive and 
behavioural  
interventions, particularly since they do not interfere with these other 
treatments (Birk,  
2004; King et al., 2005).  
  
 Summary  
 A Specific Phobia is distinctly characterised by the inappropriate or 
excessive fear  
of a specific situation or object (Benjamin et al., 2000).  In the general 
population phobias  
are remarkably widespread, they do, however, seldom result in sufficient 
impairment or  
distress to necessitate a diagnosis and therefore prevalence rates are not 
high (APA, 2000;  
Benjamin et al., 2000).  Specific Phobias are more prevalent in females, 
particularly  
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Specific Phobia Situational Type, and tend to have a familial pattern (APA, 
2000).  
Currently, the aetiology of Specific Phobia is not entirely understood 
(Ollendick et al.,  
2002), however, the research clearly indicates that the most efficacious 
treatment  
approach in the short and long term is systematic desensitisation, a 
behavioural therapy  
technique (Lipsitz et al., 1999; Ost et al., 1991; Turner, 1984; Zitrin et 
al., 1983). Recent  
research has also suggested that CBT and pharmacotherapy may be effective 
in treating  
clients with phobias if they are used in conjunction with behaviour therapy 
to enhance  
treatment response and outcome (Birk, 2004; Hoffman, 2000; King et al., 
2005; Scholing  
& Emmelkamp, 1993).    
The aim of the following research project was to evaluate the effectiveness 
of a  
treatment plan consisting of systematic desensitisation, CBT and 
pharmacotherapy for a  
client with a Specific Phobia (Situational Type) of the wind. The first 
hypothesis was that  
the client would respond to the treatment plan and therefore, at the 
conclusion of the  
treatment, the client would achieve a decrease in her level anxiety and, as 
a result, her  
fear of the wind.  The second hypothesis was that the client would not meet 
the criteria  
for Specific Phobia Situational Type at the conclusion of the treatment.  
  
Method  
  
Participant  
  
      Reason for Referral  
 Susan (this is a pseudonym to protect the clientâ€™s true identity) was a 
43 year old  
female who was referred to the Community Health Team (CHT) by the local 
Mental  
Health Team following contact from Susan requesting psychological 
assistance with her  
phobia of the wind.    
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 Presenting Issues  
 Susan reported that she experienced symptoms of anxiety and feelings of 
being  
unsafe when it was windy or the weather report predicted wind. Susan 
reported that these  
symptoms and feelings had been present for at least the previous six months 
and their  
severity appeared to be progressively increasing.  These symptoms and 
feelings were  
impairing her daily functioning and Susan had stopped walking, which was a 
part of her  
normal daily routine.  These symptoms and feelings were also occupying her 
thoughts,  
which involved thoughts regarding the damage the wind may cause.  Susan 
avoided the  
wind and was coping by not going outside, locking her doors, closing the 
blinds, turning  
off the television when weather reports were being aired, wearing earplugs, 
turning on  
music or going to bed.    
Prior to presenting to the Community Health Team, Susan had consulted with 
her  
GP about these concerns and her GP prescribed a pharmacotherapy treatment 
regimen  
(involving the newer class of drugs), which Susan continued in conjunction 
with her  
psychological therapy.  
  
Family Constellation  
 Susan reported a long history of family conflict between her brother, 
mother and  
herself.  Susan also reported a long history of conflict between her 
parents. She did,  
however, report a good relationship with her sister who lives in Queensland 
and her  
father, to whom she is very close.  Susan further reported a good 
relationship with her  
husband, who is very supportive and understanding.  Susan reported that she 
has two  
  Placement Report 3      151 
  
children, a son who is 20 years old and a daughter who is 18 years old.  
Susan reported a  
good relationship with her daughter, however, the relationship with her son 
had recently  
been strained.  Susan reported that her daughter had recently overcome her 
own Specific  
Phobia (Situational Type) of planes, and during Susanâ€™s therapy her 
daughter was touring  
Europe.  
  
 Behavioural Observations  
 During the initial intake interview Susan demonstrated several overt 
symptoms of  
anxiety, including wringing her hands, agitation and accelerated speech 
patterns.  
Throughout treatment careful attention was given to these signs of anxiety.    
  
Measures  
Beck Anxiety Scale  
The Beck Anxiety Scale (Appendix A) is a 21-item self-report questionnaire  
which measures an individualâ€™s present level of subjective, somatic and 
panic related  
symptoms that are associated with anxiety (Beck, Epstein, Brown, & Steer, 
1988).  An  
example of the type of questions asked includes â€œI have been feeling 
bothered by my  
heart pounding or racingâ€ (Beck et al., 1988).   Each item is rated on a 
4-point Likert  
scale from 0 (Not at all) to 3 (Severe).  Total scores range from 0 to 63. 
A score of above  
15 on this scale indicates the presence of moderate anxiety symptomatology 
(Beck et al.,  
1988). The scale appears to be psychometrically sound with adequate 
validity, good  
internal consistency (Î± = .92) and one week test re-test reliability (r = 
.75) (Beck et al.,  
1988).  
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 Subjective Units of Distress (SUDS)  
 To measure the levels of anxiety during the sessions, subjective ratings 
of 0-10  
were used (Appendix B).  A score of 0 indicated that the participant was 
experiencing no  
anxiety, whereas a score of 10 indicated that the participant was 
experiencing intense  
levels of anxiety.  The client had to report a score of 2 or less to move 
up the graded  
exposure hierarchy.  If the client reported a score of 3 or higher the 
hierarchy scenario  
was repeated until her anxiety reduced and she reported a score of 2 or 
less.  
  
 Structured clinical interview  
 Structured clinical interviews were conducted to determine the clinical 
diagnosis.   
The interview questions were based directly on DSM-IV clinical criteria.    
  
Procedure for Assessment and Treatment  
 The identified client was seen for 14 sessions across a 4 month period.  
Sessions  
were typically on a weekly basis.  The content of each session is briefly 
outlined in  
chronological succession:  
  
 Session 1  
A standard intake interview was conducted to gather information about the  
clientâ€™s biographical data, reason for referral, presenting issue and 
history, previous  
efforts to cope with the issue, medication status, risk assessment, mental 
status, health  
history, psychiatric history, and supports.  The Beck Anxiety Inventory 
(BAI) was also  
administered.  At the conclusion of the interview the clinician provided 
the client with  
feedback about the symptoms characteristic of Specific Phobia Situational 
Type that she  
was encountering.  The empirically validated treatment for Specific Phobias 
was also  
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discussed including systematic desensitisation and Cognitive Behavioural 
Therapy  
(CBT).  
 Homework: The client was instructed to keep a diary of her anxiety 
provoking  
situations, including the level of distress she experienced and the 
associated thoughts.  
  
 Session 2  
 The clientâ€™s homework was reviewed. The client was instructed to list 
the pros  
and cons of the wind to highlight the benefits of wind and the clientâ€™s 
irrational fear. The  
client was then instructed to construct a graded exposure hierarchy of her 
phobia and  
feared situations (Appendix C). The client was then introduced to CBT 
principles to help  
her identify the bodily cues of her anxiety and to teach her cognitive 
restructuring.    
 Homework: The client was instructed to continue the diary of her anxiety  
provoking situations including the level of distress she experienced and 
the associated  
thoughts.  
  
Session 3  
 The clientâ€™s homework was reviewed. The client was then further 
instructed in  
CBT principles.  The clinician modeled to the client and taught her how to 
use deep  
breathing and progressive muscle relaxation. The client was then instructed 
to develop  
scenarios for each of the ten items on the graded exposure hierarchy 
(Appendix D).    
 Homework: The client was instructed to continue the diary of her anxiety  
provoking situations including the level of distress she experienced and 
the associated  
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thoughts. She was also instructed to practice the deep breathing and 
progressive muscle  
relaxation exercises.  
  
Session 4  
 The clientâ€™s homework was reviewed. Cognitive restructuring was modeled 
and  
encouraged throughout the session.  The client was introduced to the SUD 
rating scale.   
The imaginal exposure treatment was started and the clientâ€™s anxiety 
levels were  
consistently monitored before, during and after the exposure treatment.     
 Homework: The client was instructed to continue monitoring her thoughts 
and to  
use cognitive restructuring.  She was also instructed to continue 
practicing the deep  
breathing and progressive muscle relaxation exercises.  
  
Sessions 5 - 9  
 The clientâ€™s homework was reviewed. Cognitive restructuring was modeled 
and  
encouraged throughout the session.  The imaginal exposure treatment was 
started from  
where it finished in the previous session and the clientâ€™s anxiety levels 
were consistently  
monitored before, during and after the exposure treatment.     
 Homework: The client was instructed to continue monitoring her thoughts 
and to  
use cognitive restructuring.  She was also instructed to continue 
practicing the deep  
breathing and progressive muscle relaxation exercises. After session nine 
the client was  
instructed to begin the graded in vivo exposure hierarchy, using her 
breathing and  
relaxation strategies, as well as her cognitive restructuring. She was also 
instructed to  
monitor her anxiety levels and reward herself for each scenario achieved.  
This hierarchy  
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was the same as the previous imaginal hierarchy but it involved the client 
completing the  
appropriate scenarios in real life settings.  
  
Sessions 10-13  
 The clientâ€™s homework was reviewed. This included reviewing and 
discussing the  
clientâ€™s progress with the in vivo exposure treatment. Cognitive 
restructuring was  
modeled and encouraged throughout the session.    
 Homework: The client was instructed to continue monitoring her thoughts 
and to  
use cognitive restructuring.  She was also instructed to continue 
practicing the deep  
breathing and progressive muscle relaxation exercises. The client was also 
instructed to  
continue with the graded in vivo exposure hierarchy.  
  
Session 14  
 The Beck Anxiety Inventory (BAI) was administered.  The main focus of the  
session was on contingency planning for future problems and how to re-
contact the centre  
if required.  The clientâ€™s plans for future goals were discussed and 
termination occurred  
with the client appreciative of the outcome of her therapy.  
  
Data Analyses  
      Due to the single case design, inferential statistics were not used.  
Descriptive  
statistics were therefore examined to determine the success of treatment.   
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Assessment and Results  
  
  
Examining the symptoms for anxiety on the BAI was useful during the course 
of  
therapy to evaluate the effectiveness of systematic desensitisation, CBT 
and  
pharmacotherapy.  Baseline measures at pre-treatment indicated that the 
client was  
severely anxious with a BAI score of 30.  At post-treatment the score on 
the BAI was 0,  
indicating minimal anxiety.  
Examining the diagnostic criteria for Specific Phobia Situational Type was 
also  
useful during the course of therapy to evaluate the effectiveness of the 
combined  
treatment.  Table 1 shows the diagnostic criteria that were met for a 
diagnosis of Specific  
Phobia Situational Type pre-treatment.  Table 2 shows the diagnostic 
criteria that were  
met for a diagnosis of Specific Phobia Situational Type post-treatment.    
  
Table 1  
Diagnostic Criteria Met for 300.29 Specific Phobia Situational Type Pre-
Treatment.  
________________________________________________________________________  
â€¢ The client had a marked and relentless fear that was excessive and 
inappropriate,  
and was prompted by the presence or expectation of wind.   
â€¢ Exposure to anything to do with the wind continually triggered an 
immediate  
anxiety reaction in the client.  This reaction included feelings of 
nervousness,  
numbness, fear of the worst happening, dizziness, unsteadiness, feeling 
terrified,  
scared, and a fear of losing control.  
â€¢ The client acknowledged that her fear of the wind was excessive and  
inappropriate.  
â€¢ The client either avoided or tolerated things related to the wind with 
extreme  
anxiety and distress.   
â€¢ The avoidance, anxious expectation, or distress of the wind 
significantly impaired  
the clientâ€™s daily, social and occupational functioning. The client 
locked her  
doors, closed her curtains, turned on the music loudly, wore ear plugs, 
slept,  
turned off weather reports and stopped walking to avoid the wind.  
â€¢ The client had experienced these symptoms for longer than six months.   
________________________________________________________________________  
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Table 2  
Diagnostic Criteria Met for 300.29 Specific Phobia Situational Type Post-
Treatment.  
________________________________________________________________________  
â€¢ The avoidance impaired the clientâ€™s daily functioning. The client 
occasionally  
turned off weather reports to avoid the wind.  
________________________________________________________________________  
  
As evident in the summary in Table 1 the client met all the necessary 
criteria for a  
diagnosis of Specific Phobia Situational Type at the commencement of 
treatment. At the  
conclusion (see Table 2) of treatment the client only partially met one of 
the six required  
criteria for a diagnosis or Specific Phobia Situational Type, therefore, at 
the conclusion of  
the treatment the client therefore no longer met the criteria for a 
diagnosis Specific  
Phobia Situational Type.    
Examining the behavioural indicators of anxiety and Specific Phobia 
Situational  
Type was also useful during the course of therapy to evaluate the 
effectiveness of  
systematic desensitisation, CBT and pharmacotherapy.  Table 3 shows the 
behavioural  
indicators of anxiety and specific phobia pre- and post-treatment.    
As evident in Table 3, the client demonstrated a change in her behaviour 
pattern  
and these changes reflect â€˜normalâ€™ patterns of behaviour and less 
anxiety.  At the  
commencement of treatment the client was severely anxious and it was 
effecting her  
normal daily functioning.  At the conclusion of treatment the clientâ€™s 
behaviour had  
returned to a pre-morbid level and her daily functioning was normal.    
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Table 3  
Behavioural Indicators of Anxiety and Speci fic Phobia Situational Type 
Pre- and Post- 
Treatment.  
________________________________________________________________________  
  
Pre-Treatment      Post-Treatment  
________________________________________________________________________  
  
Wringing hands    No wringing of hands  
Agitated     Calmer  
Accelerated Speech Patterns   Slower Speech Patterns  
Closing curtains when windy              Opening curtains when windy  
Locking doors when windy   Leaving doors unlocked when windy  
Feeling afraid at home alone when windy Not feeling afraid at home alone  
Going to bed when it was windy Staying up and functioning normally when  
windy  
Listening to music when windy  Not listening to music when windy  
Wearing earplugs when windy  Not wearing earplugs when windy  
Not listening to weather reports  Listening to weather reports  
Racing  around outside when windy  Taking her time outside when windy  
Not walking      Walking  
Poor relationships with brother and son Improved relationships with brother 
and son  
________________________________________________________________________  
  
Discussion  
  
     It was hypothesised that at the conclusion of the treatment the client 
would  
have responded to the treatment plan and therefore would achieve a decrease 
in her level  
of anxiety and as a result her fear of the wind. The results from both the 
clientâ€™s self- 
reports and the therapistâ€™s observations supported this hypothesis.  The 
clientâ€™s level of  
anxiety was reduced significantly from experiencing severe anxiety before 
treatment to  
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minimal anxiety after treatment. The clientâ€™s behaviour and daily 
functioning had also  
returned to a pre-morbid normal level. Prior to commencing treatment the 
clientâ€™s phobia  
was interrupting her normal functioning and restricting her daily 
activities.  After  
treatment, however, the client was able to return to a normal level of 
functioning,  
including going for walks when windy, which she enjoyed.  Overall, these 
results suggest  
that a significant reduction in the clientâ€™s level of anxiety and, 
therefore, an extinction of  
her fear of the wind had been achieved.  These results are consistent with 
previous  
research which suggests that a combination of techniques including 
systematic  
desensitisation, CBT and pharmacotherapy are usually effective in reducing 
anxiety and  
extinguishing Specific Phobias (Birk, 2004; Hoffman, 2000; King et al., 
2005; Scholing  
& Emmelkamp, 1993). Previous research also suggests that systematic 
desensitisation is  
an effective technique with long term effects. It is therefore anticipated 
that the clientâ€™s  
Specific Phobia will be extinguished permanently and she will be unlikely 
to experience  
a relapse (Liddell et al., 1994; Lipsitz et al., 1999; Ost et al., 1991).  
The second hypothesis, that the client would not meet the criteria for 
Specific  
Phobia at the conclusion of the treatment, was supported.  There was a 
significant  
reduction in the clientâ€™s self-reported level of anxiety and symptoms at 
the conclusion of  
treatment and therefore she no longer met the DSM-IV criteria for Specific 
Phobia  
Situational Type.  
  
Limitations   
      The results of the current study need to be considered in light of 
several  
limitations. The first limitation is the nature of the questionnaire 
utilised.  The self-report  
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questionnaire may have been influenced by the client responding in a 
socially desirable  
way.     
      The second limitation relates to the design of the study and its 
short-term nature.   
The present report only utilised data that were collected from the client 
for the duration of  
the treatment and, therefore, the long-term effects of the treatment 
provided are uncertain.   
Prior research, however, has indicated that the treatment techniques 
implemented have  
long term effects. It is anticipated that the clientâ€™s Specific Phobia 
will be extinguished  
permanently and she will be unlikely to experience a relapse (Liddell et 
al., 1994; Lipsitz  
et al., 1999; Ost et al., 1991).  
The third limitation relates to the difficulty in determining the 
effectiveness of the  
individual treatment techniques.  The treatment plan consisted of a 
combination of  
systematic desensitisation, CBT and pharmacotherapy. It is impossible 
however, to  
ascertain from this study which of the techniques were effective in 
achieving the positive  
results.  It is not possible to know if all of the techniques or only one 
or two of the  
techniques contributed to the clientâ€™s positive response.  
  
Conclusion  
In summary, the overall results of this study indicate that the treatment 
plan that  
was utilised, consisting of a combination of systematic desensitisation, 
CBT and  
pharmacotherapy, was an effective treatment for this client in reducing her 
level of  
anxiety.  It is unclear if the treatment was effective in the long-term.  
In the light of the  
current study, however, it appears that individuals with Specific Phobia 
Situational Type  
may benefit from receiving such a treatment plan as a way of reducing their 
fear and  
anxiety.  
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Subject i v e Units of Distre s s (SUD)  
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Appendix C   
  
  
  
Clientâ€™s Hierarch y of Feared Situatio n s  
  
Rank  Situat i on      Distre s s (0/100 %)  
  
1  Being inside on a still day       5%  
2  Being outside on a still day       10%  
3  Being inside on a mild day       20%  
4  Listening to a weather report that is predicting wind   40%  
5  Watching a cyclone on TV       50%  
6  Being outside on a mild day       60%  
7  Being inside during a thunderstorm      70%  
8  Being outside during a thunderstorm      75%  
9  Being inside during a strong wind      80%  
10  Being outside during a strong wind      90%  
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Appendix D   
  
  
S c e n a r i o s for Graded Exposu r e Hierar c h y  
  
1. B e i n g inside on a still day - You wake up and feel great after a 
long nights sleep.   
You open the curtains and you see that it is a beautiful and glorious day 
outside.  
The sun is out, the birds are flying around and the trees are completely 
still â€“  
nothing moves and there is no wind.  You listen to hear the noises outside 
but all  
you here is some bird singing.  You feel calm, happy and completely 
relaxed.  
2. B e i n g outside on a still day  - You go outside and you feel the nice 
warm sun on  
your face, it is a very pleasant day.  You look around and the grass and 
trees  
remain completely still.  You canâ€™t even feel a slight breeze against 
your skin or  
you canâ€™t even see a leaf move. Everything is completely calm. You sit 
down and  
enjoy your time in the nice warm sun.  You feel relaxed, good and very 
happy.  
3. B e i n g inside on a mild day  - You wake up and feel good after your 
sleep.  You  
walk over to your window and open your curtains.  You notice that it is a 
little  
overcast outside.  The leaves on the tree are blowing a bit and the plants 
and grass  
are moving slightly.  You look over and see that the next door 
neighboursâ€™  
washing is also moving a bit in the mild wind.  You start to feel a little 
tense and  
nervous but you know that you are safe.  
4. L i s t e n i n g to a weather repor t that is predi ct i ng wind - You 
get your breakfast  
and then sit down and turn the television on.  â€˜Sunriseâ€™ is on and they 
are just  
finishing the hourly news report.  You know that the weather report is 
about to  
come on.  You sit there waiting for it and you feel your muscles starting 
to tense  
and you start thinking how will I cope if it is windy.  What will I do?  
The news  
finishes and the weather reporter comes on, you feel like turning it off or 
leaving  
the room but you donâ€™t.  He reports that there will be a mild wind today.   
5. Watching a cyclone on TV  - You have just had your dinner and you have  
finished washing the dishes.  You sit on the couch to relax and wind down.  
You  
turn on the TV.  The channel that you have turned it on to is reporting 
that there  
has been a cyclone in Queensland.  The program shows footage from the 
cyclone  
and you see the cyclone racing through the town.  It is spinning really 
quickly and  
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destroying everything in its path.  You change channels but the cyclone is 
on  
every channel.  So you sit and continue to watch it.  You begin to feel 
really  
distressed and panicky.  You feel uneasy and sick and begin to start 
thinking  
â€œwhat if that happens here?â€ and â€œwhat will I do?â€  
6. Being outside on a mild day  - You go outside and feel the wind against 
your face  
and through your hair.  It is not a strong wind, it is only a mild wind but 
you can  
still feel it and see it.  It is blowing the leaves on the tree and the 
plants move  
quickly.  You begin to feel anxious and worried as you walk toward the mail 
box  
to collect the mail.  The wind feels rather cold on your face but you keep 
walking.   
You grab the mail and start sorting through it.  There are a couple of 
envelopes  
that look interesting but it is mostly bills.  You put them back together 
and walk  
back towards the house.  
7. Being inside during a thunderstorm - You are dusting around the lounge 
room  
when you hear a rather loud sound.  You walk over to the window and notice 
that  
it is raining heavily and then a bolt of lightning flashes across the sky 
and the  
thunder roars from the sky.  You realise that a thunderstorm has just 
began.  You  
see that it is quite windy outside and everything is blowing.  The trees 
are going  
back and forward and hitting the window.  You become panicked and anxious.   
You wonder how long it will last and is it going to cause any damage.  
8. Being outside during a thunderstorm - You have just had a call to pick 
up your  
daughter.  You look outside and it looks stormy.  You pick up your keys and 
walk  
outside.  Just as you close the door the rain starts to pour down in 
buckets and it is  
rather windy and you get blown to your car.  You pull out of the driveway 
and  
drive down the road.  The storm is getting worse and you are really afraid 
of what  
might happen.  You pick up your daughter and continue to drive home. The  
thunder is really loud and the lightning crashes in front of you.  You get 
home,  
park the car and run inside so you donâ€™t get too wet.  
9. B e i n g inside during a strong wind - You are preparing some lunch 
when you  
hear some loud noises outside.  It was a nice day but you think that 
perhaps the  
weather has changed.  You have a look outside and notice that it has become  
extremely windy.  It is so windy that a post plant has fallen over and 
smashed.   
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That mush of been the sound that you heard earlier.  Through the window you 
can  
even hear the loud roar of the wind.  You notice that even some of the 
small trees  
have bent and one has even snapped.  
10. B e i n g outsid e during a strong wind  â€“ You have decided to walk 
to the shops to  
pick up some small items.  It is not too bad outside when you leave the 
house,  
there is not too much wind, it is just mild.  You get to the shops and go 
inside.  It  
takes you a bit longer than you think finding the items.  You eventually 
find them  
all and pay for them.  You then walk towards the exit of the shops.  As you 
walk  
outside you notice that the weather has changed significantly, particularly 
the  
wind.  The wind is really strong now.  You continue to walk towards home 
but  
have troubles walking in the wind.  It is holding you back and almost 
throwing  
you from side to side. You can really feel the wind against your body, it 
is so  
strong that it is hurting your checks.  The leaves from the trees blow past 
you and  
a few hit you in the face, making your checks hurt even more.  You see  
someoneâ€™s washing fly off the line as they try and remove it and it goes 
sailing  
past you.  You continue walking and notice that many trees have snapped and  
many pot plants have broken.  You keep walking and finally reach home.  
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Abstract  
  
  
Whilst completing the Doctorate of Clinical Psychology program I completed 
four  
clinical placements.  These placements have provided me with the experience 
of working  
as a probationary psychologist across a range of settings.  These clinical 
placements have  
included one placement in a regional hospital setting, a second in a 
regional Child and  
Adolescent Mental Health Service, a third in a Community Health Service, 
and a fourth  
in a Learning Difficulties Centre.  This diversity in settings has provided 
me with the  
opportunity to work with clients of different ages and clients with a range 
of different  
mental health conditions and learning difficulties.  These clinical 
placements have also  
allowed me to apply the theoretical concepts and practical skills that I 
have learned from  
the doctoral program.  The application of these skills, combined with 
supervision over the  
four placements, has significantly improved my knowledge and skills as a 
probationary  
psychologist.  Over the duration of my four clinical placements many 
professional and  
ethical issues became pertinent to me.  This report is based on these 
issues, combined  
with research, and illustrations from the Code of Practice (Australian 
Psychological  
Society, APS, 2004) and the Psychologistsâ€™ Registration Board of Victoria 
(1997).  
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Australian psychologists practice in a variety of specialist areas (APS, 
2006).   
One of the most widespread specialty areas in Australia, and the area in 
which I am  
training, is clinical psychology.  Clinical psychologists specialise in the 
assessment,  
diagnosis and treatment of psychological disorders and mental illnesses 
(APS, 2006).  
Whilst psychologists may distinguish themselves by their specialty area, 
they all must be  
registered with the Psychologistsâ€™ Registration Board of Victoria and pay 
due regard to  
the Australian Psychological Society Code of Ethics (APS, 2004).  These 
ethical  
guidelines assist all psychologists in their professional practice and help 
safeguard the  
welfare of the clients and the integrity of the profession (APS, 2004).    
The guidelines are so important that they are part of a psychologistâ€™s 
training.   
The training involves information about professional practice, including 
professional  
issues, ethical issues and professional behaviour.  This training in 
professional practice  
provided a useful framework for my four clinical placements because the few 
issues that  
did arise whilst I was on placements could be identified and resolved.  
This report will involve a discussion of the ethical issues and 
professional issues  
that were relevant to the placements and range of clients that I worked 
with over the last  
two years. The basic principles of professional competency, relationships 
with clients,  
boundary issues, dual relationships, terminating relationships, gifts from 
clients and  
physical contact are the ethical issues that I experienced during the 
course of my  
placements.  The report will therefore include a discussion of these issues 
in reference to  
the Australian Psychological Society Code of Ethics (APS, 2004) and the 
Psychologistsâ€™  
Registration Board of Victoria (1997). I will also consider the 
professional issues of self- 
care principles and the Scientist Practitioner model, which I believe are 
important for  
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practising psychologists, as they have the capacity to affect the 
development and  
longevity of a psychologistâ€™s career (Cherry et al., 2000; Fortener, 
2000).  
  
Ethical Issues  
  
      The Australian Psychological Society has set out a Code of Ethics to 
which  
psychologists are expected to adhere. The Code of Ethics are principles and 
standards of  
conduct that have been developed to ensure that psychological practice 
occurs in a sound  
professional manner (APS, 2004).  These ethical guidelines present a model 
of what is  
presently seen to be the minimum standards in relation to professional 
psychological  
practice and ethical behaviour. The guidelines have been developed to 
protect the welfare  
of clients and the integrity of the profession.   
      The following is a discussion of the ethical issues that I 
encountered within my  
clinical placements.  These ethical issues relate generally to the General 
Principles of the  
Code, such as (I) Responsibility, (II) Competence and (III) Propriety, and 
more  
specifically to Section B, Relationships with Clients, which is the main 
ethical concern  
that I encountered whilst on placement. I believe that I managed all 
situations  
professionally and that if I had managed them in other ways, these sections 
of the code  
might have been violated.    
  
Professional Competency  
  
      The Psychologistsâ€™ Registration Board of Victoria states that 
psychologistsâ€™  
services should be limited to their areas of skill (Section 1.1 
Psychologists Registration  
Board of Victoria, 1997).  Section II of the Australian Psychological 
Societyâ€™s Code of  
Ethics states that psychologists are expected to bring a satisfactory level 
of proficiency  
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and knowledge to areas of professional practice (APS, 2004).  
Psychologists, therefore,  
should not feign a level of proficiency, knowledge, experience, or capacity 
to provide  
advice that is outside their level of professional competence (APS, 2004).  
Whilst this principle of psychologists working within their level of 
professional  
competence is important, because it prevents various implications of 
unsound practice, it  
does present an issue for probationary psychologists and psychologists 
practising in  
regional areas (Mueller & Ke ll, 1972; Pope & Vetter, 1995; Pryzwansky & 
Wendt,  
1999).  
       The principle of professional competency is an issue that is 
especially significant  
for all interns who are commencing clinical placements or for any 
probationary  
psychologist beginning to practise (Mueller & Kell, 1972). Probationary 
psychologists  
and interns have very little experience when they begin and therefore they 
are continually  
confronted with the need to work outside what they believe to be their 
level of skill. If  
they do not then they will not develop their skills. Interns, therefore, 
often defer  
commencing their initial clinical placement because they are apprehensive 
about their  
level of competence and believe that they lack competence in most areas of 
clinical  
practice (Mueller & Kell, 1972).    
      This occurred with my first placement, which I deferred commencing 
because I  
believed that I was not sufficiently competent in seeing clients.  When I 
commenced my  
first placement I relied a lot on my sound judgment, my supervision 
sessions and other  
staff members.  I also attended professional development sessions within my 
placement  
and carried out additional reading to further improve my knowledge, develop 
my skills  
and subsequently increase my level of competence.    
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      This issue was particularly significant within my initial child 
placement where, at  
the outset, I did not feel competent working with children and their 
families.  I had  
previously worked with children in my fourth year psychology placement, 
when I  
completed a placement with educational psychologists. This placement 
predominantly  
involved testing, report writing and co-facilitating a group, and did not 
involve therapy.   
It was therefore somewhat overwhelming completing a placement that involved  
conducting therapy with children.  The techniques that were part of my 
university  
training, such as cognitive-behaviour therapy (CBT), were too abstract to 
use with the  
majority of children on my caseload.  I therefore had to learn a number of 
different  
techniques, including play therapy, to work with these children.  Despite 
my initial  
concern about working with children, I believe that I was very successful 
at both  
engaging and working with children and their families.     
      The principle of professional competency is also a significant issue 
and topic of  
controversy in the literature for psychologists practicing in regional and 
rural areas (Pope  
& Vetter, 1995; Pryzwansky & Wendt, 1999) . Research has demonstrated that  
psychologists in regional and rural areas are, in general, less well 
educated and trained  
than psychologists in urban areas (Pope & Vetter, 1995; Pryzwansky & Wendt, 
1999).   
The research also indicates that they are also often working with clients 
beyond their  
level of competence (Pope & Vetter, 1995).  In addition, the research 
indicates that,  
compared to psychologists in urban areas, psychologists in regional and 
rural areas do not  
typically specialise or have an area of expertise. Because of their diverse 
clientele they  
are required to be a generalist rather than a specialist (Pope & Vetter, 
1995).  
Psychologists in regional and rural areas are therefore expected to deal 
with a diverse  
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clientele with multiple complex issues and this work is often carried out 
with inadequate  
supervision (Pope & Vetter, 1995).  
 During my training, the majority of my placements were completed in 
regional  
areas.  The clientele that I saw whilst on these regional placements were 
diverse and their  
issues complex.  I was therefore required to have generalist skills to work 
with these  
clients.  In contrast, I also completed one placement in an urban area.  
The presentation of  
clients on this placement was similar and I was required to develop 
specialist skills.  I  
therefore developed an area of skill and expertise whilst on this 
placement.  
      I initially believed that I needed to develop my level of competence 
and, over the  
course of my clinical placements I believe that my level of competence has 
significantly  
improved.  I now believe that I am more competent in many different areas, 
including  
information gathering, CBT, assessment and report writing.   I am also 
aware that when  
psychologists work beyond their level of competence the risk for 
significant harm  
escalates (Canter, Bennett, Jones, & Nagy, 1995) .  To reduce the 
likelihood of harm, the  
psychologist should refer a client to a specialist if they believe the 
clientâ€™s presenting  
issue is beyond their level of competence (Canter et al., 1995). This is, 
however, difficult  
for probationary psychologists or psychologists working in regional and 
rural settings  
(Pope & Vetter, 1995; Pryzwansky & Wendt, 1999).  Therefore if a 
psychologist must  
work with a client in an area that they have little expertise and feel less 
competent in, it is  
essential to obtain sufficient training and supervision from an experienced 
psychologist in  
that area (Canter et al., 1995).  
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Boundary Issues: Dual Relationships  
  
      Both the APS Code of Ethics and the Psychologistsâ€™ Registration 
Board Code of  
Behaviour state that psychologists should avoid dual relationships with 
close friends and  
relatives.  The Code of Ethics suggests that psychologists should not 
provide  
psychological services to close friends or relatives (Section B7, APS, 
2004).  The Code  
of Behaviour suggests that psychologists must circumvent inappropriate and 
possibly  
harmful dual relationships (Section 3.2, Psychologistâ€™s Registration 
Board of Victoria,  
1997).  
Throughout my training, several family and friends have approached me and  
requested my opinion regarding personal psychological issues.  These 
psychological  
issues have often involved either their own or a close family memberâ€™s or 
friendâ€™s issues.   
On each occasion, whilst it was challenging, I had to elucidate that it was 
outside my  
boundaries and ethical guidelines to provide them with my professional 
opinion (Canter  
et al., 1995). On each occasion the individual approaching me was 
understanding and  
accepting of my boundaries and ethics when the issues of dual relationships 
were  
explained. As I did not want to disregard my duty of care, however, I 
always offered  
these individuals some names and contact numbers of other professionals 
that might have  
been of assistance (e.g., mental health services, counselling psychologists 
etc).  I believe  
that whilst family and friends appeared to understand my limitations, they 
also valued my  
sincere concern to assist them in obtaining help from more appropriate 
services.  
  
Gifts from Clients  
  
      The APS Code of Conduct states that psychologists are not to accept 
private fees,  
gratuities or other reimbursements for professional work external to their 
organisation  
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(Section B15, APS, 2004).  It is not uncommon, however, for clients to 
present their  
mental health professionals with gifts (Gerig, 2004).  Clients often give 
gifts to their  
mental health professionals to mark a particular occasion or transition.  
For example, a  
client may give his or her mental health professional a gift on their final 
session or a gift  
and card in relation to a holiday, such as Christmas (Gerig, 2004; 
Spandler, Burman,  
Goldberg, Margison, & Amos, 2000).  
      During my clinical placements I encountered the issue of clients 
wanting to give  
me gifts on termination of my placement and, therefore, their relationship 
with me.  At  
first I found this a complex issue and accepted the first gift, which was a 
Christmas gift of  
toffees from a mother and child.  I thought that if I had not accepted this 
gift it might  
have been seen by them as a negative response on my behalf. The literature 
suggests that  
the refusal to accept a gift could convey rejection to the client (Gerig, 
2004). The  
literature further suggests that generally gifts from clients are not an 
issue.  The mental  
health professionalâ€™s task is to recognise the contextual significance of 
the gift (Gerig,  
2004).  The majority of gift giving that clients engage in is in the low 
level of ethical  
concern and therapeutic meaning category.  An example of a gift in this 
category is a card  
and inexpensive gift at holidays, such as Christmas (Gerig, 2004).  
       Therefore, after researching the literature in this area and 
discussing this issue  
with supervisors, I have come to the conclusion that it is generally 
reasonable to accept a  
gift from a client (Gerig, 2004). The gift, nevertheless, should be 
inexpensive and given  
in the appropriate context (Gerig, 2004). Therefore, rather than affect the 
relationship that  
I have with a client I now generally accept these types of gifts.  If a 
client, however,  
attempted to give me a gift that was expensive or inappropriate in context, 
they would be  
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thanked for their gesture and explained that, ethically, I was unable to 
accept the gift  
because of our therapeutic relationship and how this gift may be perceived.    
  
Terminating Relationships with Clients  
  
      The APS Code of Conduct states that psychologists should exhibit 
appropriate  
respect for the therapeutic process when terminating relationships with 
clients and  
establish that all reasonable actions have been taken to protect the 
clientâ€™s continuing  
wellbeing (Section B18, APS, 2004).   In regard to psychological practice 
and in  
particular clinical placements, termination with clients is an inevitable 
and often difficult  
process.  It is therefore an essential skill for psychologists to acquire.  
It is a difficult  
issue for interns on clinical placements because of the duration of the 
placement.  Often  
clients are not ready to be terminated at the conclusion of the internâ€™s 
placement, which  
typically results in clients being terminated from the internâ€™s care and 
transferred to  
another clinician for ongoing therapy.    
      Termination and transfer is not ideal, particularly for the client.  
It can be a very  
emotional time for clients as it indicates the ending of a significant 
relationship  
(Goodyear, 1981).  It takes time for clients to build rapport with their 
clinician and for the  
therapeutic relationship to be developed enough for clients to trust the 
clinician and share  
their inner most thoughts (Greene, 1996; Josefowitz, 1997).  It is 
therefore difficult for  
clients who begin therapy with interns on placement.  The clients may just 
be beginning  
to establish an open therapeutic relationship with the clinician when the 
placement ends  
and they are then transferred to another clinician, where they must begin 
this whole  
process again.  Termination can therefore arouse feelings in clients that 
are associated  
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with loss, separation and abandonment, which can result in clients being 
angry and  
disappointed (Maar, 1989).  
       Termination is also distressful for the clinician (Goodyear, 1981).  
Maholick and  
Turner (1979) indicate that clients often become progressively more 
enjoyable as they  
start to make changes and progress in therapy.  They therefore suggest that 
it is normal  
for the mental health professional to feel some distress and sense of loss 
at the  
termination of this relationship.    
Given that termination is both distressful for the client and the 
clinician, the  
literature has identified a number of variables which assist in guiding the 
termination  
process and generally result in a successful termination (Goodyear, 1981; 
Greene, 1996;  
Josefowitz, 1997; Maholick & Turner, 1979; Simon, 1994).  Simon has 
suggested that a  
therapeutic relationship can be terminated provided the clinician informs 
the client in  
advance, and discusses with the client the reason for termination, the date 
termination  
will occur, and the plan for a referral to another clinician, if this is 
required. Simon has  
suggested that the timing of termination is also critical and the clinician 
needs to take into  
account the clinical situation, including the clientâ€™s best interests, 
notifying the client  
during non-crises, and discussing the termination process with the client, 
eliciting both  
positive and negative emotional responses (Simon, 1994). It has also been 
suggested that  
a note should also be made in the clientâ€™s clinical records to indicate 
that the termination  
process was adequately addressed (Simon, 1994).  Simon suggests that if a 
clinician  
follows these guidelines, the termination process should be successful.    
At the start of each clinical placement I was always mindful of the time 
limitation  
and discussed with each new client my qualifications and my time limited 
involvement  
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with the organisation. I also discussed with each client the possibility 
that they might  
have to be transferred to another clinician at the conclusion of my 
placement depending  
on their need for ongoing therapy.  For clients who needed to be 
transferred I routinely  
reminded them closer to the transfer time. Clients were always introduced 
to the new  
clinician in the last session and we discussed briefly what techniques had 
been used  
during the treatment phase and what should occur in future sessions. This 
process was  
useful as it reduced the amount of distress for both the client and myself.   
     I terminated therapy with many clients during my placements and even 
though I  
found the termination process to be successful on most occasions, there was 
one client  
with whom the process was initially a bit difficult.  This was the 
termination of a  
therapeutic relationship that I had with a child and her mother.  This 6-
year old child  
presented with severe social phobia and I had been seeing the mother and 
child for  
approximately four months.  The family was linked with a number of services 
and all the  
professionals they had been working with were leaving and therefore the 
family was  
being transferred to a number of new workers. Despite extensive discussions 
regarding  
the termination process with the child and her mother, the mother, who was 
also highly  
anxious, mentioned that she was very upset about the termination because of 
the progress  
that her child had made.  We discussed this in great length and both the 
mother and child  
met the new clinician, which made her feel more comfortable with the 
termination  
process.    
      Interns on placement are therefore confronted with the issue of 
termination on a  
regular basis because of the time limited nature of placements (Maar, 
1989). Whilst  
termination is sometimes distressing for the client and clinician, it can 
be less distressing  
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if clients are informed in advance, the process is discussed with them 
extensively, and the  
client is able to meet with the new clinician before the transfer occurs 
(Goodyear, 1981;  
Greene, 1996; Josefowitz, 1997; Maar, 1989; Maholick & Turner, 1979; Simon, 
1994).  
  
Physical Contact with Clients  
  
      The issue of physical contact with clients had not been an issue on 
my placements  
with adults, however, I was aware that it posed a minor issue when I began 
working  
therapeutically with young children.  This issue related to the type of 
techniques that are  
typically employed when working therapeutically with young children.  These 
types of  
techniques include play therapy, which entails sitting on the floor with 
the child,  
engaging in role play with the child, playing games with the child, and 
drawing with the  
child.    
Whilst on placement, on every occasion possible, every effort was made to 
avoid  
any physical contact with the children I worked with, however, when the 
contact was  
inevitable it was kept to the absolute minimum.  I believe that this is an 
issue that most  
clinicians struggle with because the very nature of therapeutic work with 
young children  
does indicate that some contact will occur on occasions.    
  
Professional Issues  
  
      Whilst completing clinical placements a number of professional issues 
that I  
believe are important for practicing psychologists were identified.  These 
professional  
issues included the importance of working within a Scientist-Practitioner 
Model and the  
importance of self-care principles (Cherry et al., 2000; Fortener, 2000).  
  
  
 Placement Report 4      185 
  
The Scientist-Practitioner Model  
   
Section II of the Australian Psychological Societyâ€™s Code of Ethics 
states that  
psychologists are expected to bring and maintain a satisfactory level of 
proficiency and  
knowledge to areas of professional practice (APS, 2004).  This proficiency 
and  
knowledge is usually established whilst a psychologist is completing their 
training, such  
as an accredited doctorate of clinical psychology degree (Cherry et al., 
2000). Accredited  
clinical psychology doctoral programs in Australia identify themselves as 
following one  
of three models (Cherry et al., 2000).  These models are the clinical-
scientist model, the  
practitioner-scholar model, and the scientist-practitioner model (Cherry et 
al., 2000).  The  
clinical scientist model is followed by programs that offer training with a 
solid emphasis  
on knowledge in research.  Programs based on the practitionerâ€“scholar 
model prepare  
scholars to engage largely and be proficient in the practice of psychology. 
The scientistâ€“ 
practitioner model prompts programs to emphasise the knowledge and 
proficiency of  
assimilating science and practice (Cherry et al., 2000).  
      Most accredited clinical psychology doctoral programs in Australia 
follow the  
scientist-practitioner model (Cherry et al., 2000).  The scientist-
practitioner model is the  
recommended world-wide model for training psychologists and is the model 
which was  
adopted by the American Psychological Association in 1949 (Long & Hollin, 
1997). As  
its title suggests, the model indicates that psychologists are expected to 
be both scientists  
as well as practitioners.  These roles involve consuming new research 
findings (especially  
literature that is relevant to their practice), attending and presenting 
work at conferences,  
being involved in the process of peer review, auditing and evaluating their 
own practices  
and interventions using empirical techniques and publishing original work 
that  
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disseminates results from the clinical setting throughout the scientific 
community  
(Drabick & Goldfried, 2000; Ge ffen, 1993).  The model is therefore 
reciprocal in that  
science should enlighten practice and practice should enlighten science 
(Drabick &  
Goldfried, 2000). It mirrors the APS Code of Ethics by advocating a 
satisfactory level of  
proficiency and knowledge in all areas of professional practice (APS, 
2004).    
      Whilst the scientist-practitioner model is the most popular model and 
is the model  
that is recommended by the American Psychological Association, it inspires 
a number of  
criticisms and possesses some limitations (Berstein & Kerr, 1993).  A major 
limitation is  
that most programs that follow the model focus too much on the research 
aspect of the  
model: developing research proficiency and efficiency, at the expense of 
the practical  
aspect of the model, which involves developing knowledge and proficiency in 
clinical  
skills (Berstein & Kerr, 1993).  This results in many students feeling 
under prepared  
when they begin to practise (Berstein & Kerr, 1993).  The model does, 
however, train  
students to approach professional practice objectively and assess 
achievements  
empirically (Barlow, Hayes, & Nelson, 1984).  
      Despite these limitations and criticisms, the University of Ballarat, 
like the  
majority of Australian universities, follows the APA guidelines and trains 
their students  
in the scientist-practitioner model.  This model formed the basis for the 
Doctorate of  
Clinical Psychology program.  Students undergo training in research based 
subjects that  
develop their skills in the scientific aspect of the model and they also 
undergo  
professional practice based subjects, which further their knowledge and 
skills in the  
practitioner aspect of the model.  The clinical placements also allow 
students to integrate  
both scientist and practitioner skills.  
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      The scientist-practitioner model is also a practical facet of 
training as several  
organisations require practitioners to implement the model, particularly 
public health care  
organisations (Crane & McAr thur, 2002).  The health care industry now 
requires that  
clinical psychologists, as a matter of professional and social 
responsibility, evaluate their  
treatments in order to provide evidence that they are effective and 
efficient (Crane &  
McArthur, 2002; Milne & Pa xton, 1998).  This assessment is achieved 
through  
mandatory outcome evaluations (Lampropoulos et al., 2000).  These 
evaluations assist  
clinical practitioners in studying the value of existing therapies so that 
treatments that  
have not been validated or do not appear to be working can be stopped and 
replaced with  
more innovative and improved therapeutic procedures (Drabick & Goldfried, 
2000;  
Richards, 1994).  The evaluations also assist clients in that treatment 
plans can be  
reviewed and changed if the current treatment plan appears to be 
ineffective (Drabick &  
Goldfried, 2000; Richards, 1994).    
      Completing a placement at the Child and Adolescent Mental Health 
Services  
(CAMHS), which is a public health care organisation, resulted in me 
encountering these  
mandatory outcome evaluations.  The organisation required each client to 
have an  
individual service plan, which was to be developed in collaboration with 
the client.  The  
individual service plan listed the goals of treatment, the strategies that 
would be used to  
meet these goals and how the goal would be assessed.  The goals were then 
assessed  
every three months and compared with the individual service plan.  A new 
individual  
service plan was developed with the client after each outcome evaluation, 
which allows  
for strategies to be changed if they are not effective in reaching the 
individual service  
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plan goals.  This practice follows the scientist-practitioner model by 
evaluating the  
treatments and providing evidence that the treatments are effective and 
efficient.  
      Despite the literature indicating that the scientist-practitioner 
model of training  
has a number of limitations, it has been demonstrated that it is very 
effective, particularly  
for students completing placements in health care organisations where 
outcome  
evaluations are mandatory (Crane & McArthur , 2002).  It is also effective 
for any  
practitioner who is interested in practising in both a professionally and 
socially  
responsible manner (Barlow et al., 1984).  The model requires psychologists 
to reach and  
maintain a satisfactory level of proficiency and knowledge in areas of 
professional  
practice (APS, 2004).    
  
Psychologistsâ€™ Well-Being and the Value of Self-Care  
  
Whilst being a psychologist is both an interesting and rewarding career, it 
can also  
be very emotionally demanding. In fact, the literature suggests that being 
a psychologist  
is such an emotionally exhausting line of work that a large percentage of 
psychologistâ€™s  
experience burnout and compassion fatigue (Fortener, 2000; Mills, 1998; 
Salston &  
Figley, 2003).  The literature has identified a number of professional risk 
factors for  
psychologists that contribute to compassion fatigue and burnout.  These 
professional risk  
factors include the age of the psychologist, the level of professional 
progress (e.g.,  
graduate vs. experienced professional), level of training (doctoral/ 
masters vs. 4+2), and  
professional support (e.g., regular supervision vs. remote private 
practice) (Cerney,  
1995).  It is therefore important for psychologists to put strategies in 
place to protect their  
psychological health and avoid burnout and compassion fatigue (Hannigan, 
Edwards, &  
Burnard, 2004).  A number of strategies that are commonly used and appear 
to be  
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effective at avoiding burnout and compassion fatigue include peer 
supervision,  
workshops, education, maintaining professional boundaries, sequencing 
sessions  
appropriately, limiting caseloads, diversifying the clientele, talking with 
colleagues, and  
accessing regular supervision sessions (Cerney, 1995; Hannigan et al., 
2004).    
Whilst completing clinical placements I found a number of these strategies 
to be  
very effective at protecting my psychological health and avoiding burnout.  
The strategies  
that I used included limiting my caseload, diversifying the clientele that 
I saw, talking  
with colleagues when required and accessing regular supervision sessions.  
I always  
confirmed that these strategies, such as regular supervision sessions, were 
in place at the  
commencement of each placement and other strategies, such as limiting my 
caseload,  
could be negotiated and reconsidered during the placement if required.    
      On clinical placements a facet that I found emotionally stressful was 
moving from  
placement to placement.  The stress was associated with beginning a new 
placement.   
Beginning a new placement involved learning about a new organisation each 
time and  
becoming familiar with their policies and procedures.  Often it would feel 
like I had just  
begun and had just become comfortable with the organisation when it was 
time to finish  
and begin another placement.  To ameliorate this stress it was useful to 
talk to fellow  
students who had previously been at the organisation to find out their 
views and  
experiences.  
      Another facet of clinical placement that I found emotionally 
stressful at times was  
learning about some of the clientâ€™s distressing life histories. Research 
suggests that  
effective therapists show empathy towards their clients, however, empathy 
is perceived to  
be a risk factor for burnout and compassion fatigue, because the therapist 
often reflects  
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the clientâ€™s symptoms (Jenkins & Baird, 2002; Salston & Figley, 2003). To 
ameliorate  
this stress an important self-care strategy that I utilised was regular 
supervision.  The  
supervision sessions allowed me to talk through these distressing life 
histories with my  
supervisor and recognise and understand my responses to the client.  The 
supervision  
sessions also allowed me to review and discuss case formulations, my 
clientâ€™s treatment,  
treatment plans and the impact of the work.  Supervision sessions are 
therefore very  
effective as they provide psychologists with an opportunity to review 
client work with a  
colleague and offer a period to reflect, both of which aid in circumventing 
burnout  
(Cerney, 1995).    
      Being a psychologist can therefore be an emotionally stressful career 
which can  
result in burnout (Fortener, 2000; Mills, 1998; Trentham, 1995).  It is 
therefore essential  
to put self-care strategies into place at the outset of professional 
practice to avoid burnout  
(Hannigan et al., 2004).    
  
Summary  
  
      This report has discussed only a few of the professional and ethical 
issues that are  
related to psychological practice, and that I encountered during my 
clinical placements.   
These encounters have strengthened my determination to continuously 
practice to the  
utmost standards of the profession, to continuously be ethical in my 
professional practice,  
and to work and behave reliably, respectably and competently.  I do expect, 
however, that  
throughout my career as a psychologist, I will probably continue to 
experience some of  
these issues and even experience additional issues.  I therefore envisage 
that I will  
continue to consult the APS guidelines and seek professional supervision to 
provide me  
with a reasonable framework for practice.  
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Over the duration of my four clinical placements I have received guidance, 
and  
acquired knowledge and skills that will assist me in my future role as a 
clinical  
psychologist.  I believe that I now have a greater level of competence and 
experience  
when working as a psychologist.  I believe that in the future I will only 
continue to  
develop and progress in the field.    
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